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GERIATRIC PHYSICIANS GRADUATE MEDICAL

EDUCATION ACT OF 1986

THURSDAY, JUNE 26, 1986

U.S. SENATE;,

I . SUBCOMMITTEE ON AGING,
CommITTEE ON LABoR AND HUMAN RESOURCES,
- , _ Washington, DC.
__The subcommittee convened; pursuant to notice, at 2:45 p.m., in

room SD-628, Dirksen Senate Office Building, Senator Charles E:

Grassley (chairman of the subcommittee) presiding.

Present: Senators Grassley and Matsunaga:
_ OPENING STATEMENT OF SENATOR GRASSLEY 7
_Senator GrassLey. I am Senator Chuck Grassley, chairman of

the Subcommittee on Aging of the Committee on Labor and
Human Resources, and my staff, I have been informed, has already

told you what the problems are. I will only bring one additional
one, and that is that our meeting for the Judiciary Committee has

been changed from two to three; but T have also been informed that
hopefully one of my very good colleagues, Senator Matsunaga; will
be here to continue the hearings, so hopefully, we will not be inter-

rupted as far as the participants are concerned; and we can expe-
dite this then beyond where we were: el
. Now, I am sure that lots of you know what the purpose of the
hearing is today, but let me make very clear that it is to inquire

into whether we are training enough physician gerontologists and
geriatricians and whether those that are being trained; as well as

those who are presently in practice; have access to the most recent
advalnces in scientific and medical understanding about older
people. T L

The concern which prompts this siibcommittee to call this hear-
ing is not new but it is one that continues to be of major impor-

tance. It seems clear that the health care needs of older people are
coming very quickly to dominate the field of medicine, and indeed
our health care system generally, .
_ According to_a study done in 1980, 43 _percent of patients seen by
general practitioners on a typical day are between 65 and 75 years
old, and 47 percent are over 75 years of age. The implication for
the public sector of this increasing importance of older people to

the health care system are considerable.

According to 1984 data, public funding paid for 67 percent of the

total health care outlays for those over 65. The public sector paid
(6]

S



2
88 percent of the elderly’s hospital bills, 48 percent of nursing

home bills; and 60 percent of the bill for physicians’ services.
. In this context it becomes important to ask whether the prepara-

tion of our physicians, who treat older people and who make the
major. decisions which allocate our health care resources; pays
enough attention to the special needs of the elderly. =~ =
_According to at least some recent analysis; the answer is no. One

assessment pointed out that the vast majority of undergraduate
medical education courses in geriatrics were elective: Only 1.2 per-

cent of the courses discovered by the survey were required. An-

other analysis noted that although nearly 75 percent of the medical
schools in the United States offer elective courses in geriatrics,
only 4 percent of the medical students take them: -

Finally, and of utmost importance to our concerns before this
subcommittee this very day; there are less than 400 geriatric teach-
ers available today; yet we have niore than 800 residency training

programs which each require at least two geriatricians to teach
future physicians of the elderly. o o
In order to get a better picture of the situation with respect to

medical education in geriatrics; we will take testimony on a

number of more specific questions: These will deal with, first of all,

do older people differ from younger people in ways that have impli-
cations for medical practice, and is there a body of knowledge
about_these differences. Second, if there are differences, do_they
have implications for the training of medical practitioners? Third,
what is the present and near-term future availability of appropri- -
ately trained medical personnel? And fourth; what are feasible and

reasonable ways to train additional numbers of such physicians,
should that be deemed necessary?

.. Some of the witnesses will also comment on a bill, S. 2489, which

is designed to make a modest contribution to improving the educa-
tion in geriatrics of primary care physicians. This bill was intro-

duced by Senator Kennedy with Senators Heingz; Metzenbaum,

Glenn, Rockefeller, and myself. @~
‘The bill would amend section 788 of the Public Health Service
Act. The bill makes available an additional $4 million for the pur-

pose of expanding present programs and creating new programs to
train physicians who plan to teach geriatric medicine. =

It is the hope of the sponsors that if passed into law, this pro-
gram would produce an additional 900 physicians by the year 1992,
appropriately trained to teach our residents and practicing physi-
cians the essentials of geriatrics.

__It is important to point out that it is not the intention of this bill

to contribute to the development of a geriatrics specialty; rather,
the idea is to provide quality training in geriatrics to primary care
fghysigians who will be called on to work with older patients in the
uture. o . ]

_ Neither is the bill designed to produce additional physicians: The
purpose is rather to increase the amount of training devoted to the
special needs of th: elderly. = T -

_ Finally, the funding level for the program envisioned is modest
but appropriate, given our present concerns about the Federal
budget deficit:

.
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At this_point we will receive for the record the opening state-
ments of Senators Matsunaga and Metzenbaum and prepared state-
ments by Senators Heinz and Glenn.
[The statements referred to follow:]
_ OPENING STATEMENT OF SENATOR SPARK MATSUNAGA
Senator MATSUNAGA. Thank you, Mr: Chairman. As a cosponsor

of S. 2489 and S. 1100, I appreciate having this opportunity to ex-
prese my support for legislation to increase opportunities for educa-
tion and training in geriatrics and gerontology. -
. The need for improvements in geriatric and gerontological educa-
tion and training is self-evident te ‘h0se who keep. up with demo-
graphics. In 1900; only 4 percent of the U.S. population was aged 65

or older, while those aged less than 19 years made up 44 percent of

the population: By 1980, the proportion of people aged 65 years and

over had increased to 11 percent and it is expected to reach 20 per-
cent early in the 21st century. This is due in part to improvements

in health care, nutrition and our environment, but it also reflects
the baby boom of the period immediately prior to 1920 and that im-
mediately following World Warnzr. .

1t is perhaps even more significant that.the fastest growing seg-
ment of the U.S. population is represented by those aged 80 years
and over. By the year 2000; it is estimated that one half of the el-
derly population will be over age 75; and the remaining half aged

65 to 75. It is interesting to note that, today, over 200 people in this

country celebrate their 100th birthday everyweek. =
In eastern cultures, such as Japan and China; age is venerated

and the elderly are regarded as repositories of wisdom. In the

West, and perhaps especially in the United States; which has
always regarded itself as a young country, just the opposite is often
true. We celebrate the youth culture and the cld are often isolated
and forgotten. While previous Congresses have examined this prob-
lem—enacting the Older Americans Act and_ Medicare; for exari-
ple—much remains to be done if we are to address adequately the
needs of the growing numbers of older Americans. Meeiing the
need for more specialists in gerontology and geriairics is_an excel-
lent way to start; and; as the ranking minority member of this sub-

committee; I welcome the views of the witnesses testifying today.
Thank you.
OPENING STATEMENT OF SENATOR METZENBAUM

_ Senator METzZENBAUM: Mr: Chairman, I wish to commend you for

holding this hearing so important to the future -well-being of all of
us. I've been pleased to join with you and Senators Kennedy,

Heinz, and Glenn in sponsoring the Geriatric Physicians Graduate
Medical Education Act of 1986, L .
__1 believe we are all aware of the need to prepare for the graying
of America. In just 35 years, over 13 percent of the population will
be over 65; including all of us. In just 15 years, the over 85 group
will more than double, and that includes some of us. So, it’s en-
couraging to see this foccus on national policy that pays attention to
the demographic changes in our future.

”
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- We've learned that, currently, fewer than 100 geriatricians are
being produced nationwide each year; and there are fewer than 400
faculty-level geriatricians available to staff the 800 residency train-
ing programs in internal medicine and family practice. And yet, it
seems self-evident that every physician who cares for adults should
know about the diagnosis and treatment of the diseases—the physi-
cal and mental disabilities—to which the elderly may be especially
vulnerable, and should know about elderly patient management.

_ I take great pride in my home_State, Ohio, which is in the fore-
front of support to its medical schools for offices of geriatric medi-
cinee. == o -

- Almost a decale ago, the Ohio General Assembly passed legisla-
tion to establish a budget line item for this purpose. Ohio’s experi-
ence provides a useful model for geriatric education nationally.

_ Alzheimer’s disease has long been a concern of mine. In the last
few years, I have sponsored several bills to address problems related

to Alzheimer’s_disease. Certainly, there is no question that an
increasingly older population will requice that primary care physi-
cians be educated and skilled in strategies for maintaining quality of
life throughout the extended years of life.

. _We all hope for more years in our life, but we also hope for more
life in our years. Good preventive care, good medical care should
add a better quality of life to our extended life span.
I strongly support S. 2489, The Ceriatric Physicians Graduate
Medical Education Act of 1986. It is an important step forward to

the ultimate goal of training the faculty needed as educators in
geriatrics for, other relevant health professions; as well..

I look forward to the testimony of these knowledgeable witnesses,

so that we can better determine the medical treatment needs of the
elderly, and reasonable ways to train the additional numbers of

geriatric physicians that will be needed.
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STATEMENT BY SENATOR JOHN HEINZ

Before the Aging Subcommittes; Labor and Human Resources Committee

Godd Afternoon. Today we ure here t5 GonBidér a modest bui
timely investment that is critical to this Nation's ability to care
for a greying society: the training of physicians in gériatric

medicine.

Older Atericans in their 70s; 80s; and 908 reépresent the
fastest growing segment of our population and the heaviest users of
our health care system. Yet we are voefuiiy ill~prepared to handle
the apecIaI challengea of caring for tnese older patienf' In
testimony before the Special Committee on Aging, experts have told me
that phyaiciana are not trained to cope with the ﬁaifiple and complex
medical problems typical among the elderly. This type of innocent
ignorance can lead to drug misuse, misdiagiosis and even death.
Unless we act niow; severe shortages of properly trained pﬁyéiéiahs
could lead to videapread and unwarranted malpractice wrought on the

elderly:

Today very few practicing physicians and an equally smail
number of medtcaI afudenta are trained in geria‘ric medtciﬁe. 6ﬁt of

the 520,000 doctors natlonvide, onIy 922 are geriatric physicians. By
1990 — 6nIy four years away —- a National Institufe &n Aging stuady
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estimates we will need nearly nine times that number to care for the

groﬁing ;umber of aged patiéﬁﬁé;

Our lack 6f practitionérs stems from A critical iack of Faculby
able to train medical students in geriatrics: According to the same
NIA report, we will need a minimum of 900 additional geriabric faculty
before the year 2000. The bBill before you, the Geriatric Physicians
Graduate Education Act of 1986, would provide the financial support
needed to train physicians as educators in the specialty of gerlatrics
in order to meet the NIA goal. Specifically; the biIl would fand

academic physiclans; and one- and two-y@ar gérlatric training for
medical students specializing in family and general medicine who have

expressed an interest in ieaching.

The bill under consideration is one of a meries of
prescriptions which have been written to addréss the shortage of
Nealth care personnel with geriatric training. Earlier this year I
fought to protect geriatric training from cuts in Medicare funding for
graduate medical educatitn in the Consolidated Omnibus Budget
Reconciliation Act. Last fall, we passed the Health Research
Extension Act; calling on the éééiéfiiy éf ﬁééifﬁ and Human Services
to recommend how specific numbers and types of health personnel can be

trained over the next four decades to care for the elderly.

While Congress lookS forward to hearing from HHS next spring,

we should not hesitate to take action rnow oh the measuré bEforé us.
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For a small invéstment of $4 niliion a year, this bill will yield
compounded interest by educating hundrede of faculty, who, in turn,
wIII €réin thousands of medical students to care for aur aging Nation.

That's a d:al we can't afford to pass up.

11
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SENATOR
JOHN GLEN N

WASHINGTON, D.C. 20510 (202) 224-3353 Z

SYATRMENT OF SENKTOR JOHR GLENN
AT A HEARING OF THE
LABOR AND HUMAN RESOURCES SUBCOMMITTEE ON AGING

Mr. Chairman, as the senior Democratic member of the Senate.
Special Committee on Aging, I-am-pleased to have this opportunity
to._ada ay. _atrong Support_ror_S._2489, the. Gerlatric_Physiclans .._..
Graduate Medical Education Act of 196 I was pleased to_join_you
in introducing this legislation- becauae I believe it-represents an
important step toward insuring that our nation's health care
providers are adequately trained in geriatric medicine.

.....__However; before I _make my case for_S. 2489, I would like to __
commend you and Senator Kennedy for bringing Committee attention to
this_important_bill.. All too-frequently, we- in the -Senate-see
meritorious legislation languish, without action and sodetimes
without reason, in committee. Your hearing today is particularly
notedorthy because It makes it posaible-that 3. 2489 will gain
congressional approval before the 99th congress adjourns.

_The need ror_ legislation. like.S...2489. should.be obvious. . -We
all knou our population is aging and we all should know that it is
time for us to plan for these demographic changes. By the year
2025, 20 percent of our_population_will be over .65. Underatanding
this and keeping in mind that the largest percentage of the U.S.._

health care dollar is-spent on the health needs of older -Americans,

simple. common. sense dictates. that we make.sure. the .providers.taking
care of our elderly are sufficiently trained in geriatric medicine.

— Ihe Qnrrenc critinal ahor:age or ﬁraInea heaIEh care___. _
proreasionals was fully documented in the 1984 National Insti(ute

on Aging "Report. on Education-and -Training in Geriatries and

GerontoloBy." This report pointed out that a growing demand Tor
hospital, long-term care and community services will clearly

accompany the demographic changes in the elderly population.

Currently chere are fewer than 400 raculty level geriatricians
available_to stafr more than BO0 training programs in Internal
Medicine and Family Practice. . S. 2489 provides incentives (through
faculty support) to expand current geriatric fellowship programs
and to develop new programs. This approach should provide, within
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riye.years,. d-sufficient -nunber of trained faculty members to staff
all Internal Medicine and Family Practice residency training
programs across the country.

..__..Preparing now to _have adequately tralned. personnel in-the
health care field is good public policy; not only because it is
humane,_but.because it will also prove to be cost-effective in
terms of diagnosis, treatment, and prevention.. Without adequate
research and trained practitioners, we cannot expect the medical

and_technological. breakthroughs needed to combat the various
diseases and conditions that particularly affect _the elderly, such
as- Alzheimer's disease and other dementias, arthritis, =
ostaoporosis, -coronary heart disease, hypertension, and_cancer. Not
only are these conditions devastating to_the_ affected.individual
and his or-her family and friends, but they are costly to each and
éveryone of us,

- .l view the Geriatric Physicians Graduate Medical Education_ Act
of 1986 as _a First Step.up.the.ladder of- success toward- adequately
training the health_care providers who will bé résponsible.for..
taking care-of our ever-increasing elderly population. This bill
is important in that_it_addresses.the weaknesses- we currently face
in the Internal Medicine and Family Practice fiéld.. However,. it
does not address the- shortages of faculty adequately trained in
Beriatrics_and gerontology who_teach our. nurses, geriatric
dentists, social workers, occupational therapists, optometrists;
pharmacists, podiatrists, respiratory tharapists, and who would
encourage researchers. to_conc¢entrate on the blomedical, behavioral,
and social problems of the elderly.

__.._Last year; I Joined Senmator_ HeInz.in_introducing.S. 1300, the
Geriatric Research, Education, and Training_Act_of 1985 (GREAT); .
which_provides. for.a much. more.comprehensive framework to address

our shortages in these other fields._ _Although it_appears unlikely
that -Congress will-act on the GREAT bill this year, I remain_
copmitted £o this legislation and-will continue to work for its
passage. However; I cannot and will not wWalf around. for action on
S. . 1100.. Therefore, I am strongly supporting S. 2489 as a more

modést, but rnecessary, first step.

-~ - I.am proud to-say that my home State of Ohio was the first
State to provide financial Support to each of its seven medical
schools to establish offices of Beriatric medicina: _In 1977, the
Ohio General Assembly enacted legislation which established a
Separate_line item in_the higher education budget-to. do-this.
Funding has risen from $350,000 in fiscal yeir 1979_£o. $1.27_ . ..
million in fiscal year 1986. This experience has provided us with
numerous._innovative approaches to educating medlcal students and
practitioners about the needs of elderly patients and has

stimulated exciting new research.
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The Congress can provide the leadership to ensure that Ohio's
innovations_in geriatric_education are possible on.a_national
basis. This experience needs to be replicated throughout the
country if we hope-to overcome the well-documented shortages of

adequately prepared_health_care_proressionals_to _meet_the_challenge
of our rapidly growing aging population. I believe that the _
Geriatric Physicians Medical Eduecation -Act of 1986 will help us
meet this challénge head-on and I would liope that today's hearing
represents the Senate's first step towards assuring its passage
this year.

,u;\p;a
W
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_Senator GrassLey. I will now go to the introduction of the panel.

We are going to first hear from Mr. Thomas Hatch, who is Director

of the Bureau of Health Professions of the Health Resources and

Services Administration. Mr. Hatch will be followed by Dr. T.

Franklin Williams, who is the Director of the National Institute on

AgitjE;fothé National Institutes of Health. @
i.thank you very much for being patient; as I have already said,

and would ask that you would start out, Mr. Hatch, and then go to

Dr. Williams, and then we will have questioning at the end:

STATEMENT OF THOMAS D. HATCH, DIRECTOR, BUREAU OF
HEALTH PROFESSIONS, HEALTH RESOURCES AND SERVICES
ADMINISTRATION, DEPARTMENT OF HEALTH AND HUMAN
SERVICES; AND DR. T. FRANKLIN WILLIAMS, DIRECTOR. NA-
TIONAL INSTITUTE ON AGING, NATIONAL INSTITUTES OF
HEALTH, PUBLIC HEALTH SERVICE; DEPARTMENT OF HEALTH

AND HUMAN SERVICES -
Mr. HatcR. Thank you; Mr. Chairman: With your permission, in

the interest of time, I will ask that my prepared statement be en-

tered in the record; and I will abbreviate it in order that we can

move on to the other statements. @ = - - -

Sép'éitbr GrassLEY. Yes; it will be included in the record as siib-

mitted: - o .
_Mr. HatcH. I am pleased to be here today to discuss geriatric and

gerontological education and training needs of the Nation’s health
work force; and in particular, physicians. I am most pleased to be
accompanied by Dr. T. Franklin Williams, Director of the National
Institute on Aging. . o
During the last several years; a variety of support for training in
geriatric medicine_has been provided through the authorities of
title VII and title VIII of the Public Health Service Act. This sup-
port has been channeled through broad program authorities under
these titles and, since 1983; through targeted support for geriatric

education centers funded under section 788 of the Public Health

Service Act. PR
__The primary care training authorities encourage geriatric train-
ing through medical residency training programs and faculty devel-

opment programs in family medicine and general internal medi-
cine: o N
__More targeted. éﬁﬁg&n for geriatric training is provided through
section 788. Under this section, 20 geriatric education centers are
presently funded to provide a comprehensive range of training

within specific geographic areas. All 20 centers involve the im.
provement of geriatric training in schools of medicine. @~
By September 1986, we expect that approximately 4,700 individ-

uals will have received training ranging from one-on-one clinical
experiences of 6 months’ duration to attendance at short-term con-
tinuing education seminars. These individuals include physicians,
amongothers. .. . i} S
In working with the National Institute on Aging in the develop-

ment of the February 1984 Congressional Report on Education and
Training in Geriatrics and Gerontology, the committee of Federal

representatives and its expert consultants recognized the need for
St

15
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faculty development and attempted to quantify faculty targets for
the years 1990 and 2000. Dr. Williams will describe that effort.

_ Fellowship programs funded through the Veterans' Administra-
tion, the National Institute on Aging, and the National Institute of
Mental Health are producing between 100 to 140 cliricai and basic
science faculty per year, with about 70 percent continvisg in full-
time geriatric academic positions. @~ == 00—
We believe_the shortfall in geriatric faculty is lessening as we
move closer to 1990. We would also point out that.the private
sector interest, particularly foundations, in this ares, is growing, as
is that in the medical community itself. ) o
. It is believed that the combination of existing programs, includ-
ing a new reimbursement incentive included in the Consolidated
Omnibus Budget Reconciliation Act, which provides a special 2-
year exception for individuals in geriatric feHowships; the numer-
ous private sector intiatives, the building of momentum for change

within the medical community, and a likely increase in State and
local government interest in this area, will result in a shift of addi-
tional resources toward the preparation of physicians and other
health professionals to provide necessary services:

Thankyou. =

Senator GrassLEY. Thank you, Mr. Hatch: :
_[The prepared statement of Mr. Hatch and responses to questions

submitted by Senator Grassley follow:]
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Mr. Chairman and Members of the Subcommittee:

I a pieased to be here Eo&ay to discuss geriairic and geronioiogieéi

educztion and training needs of the Nation's health work force, and in
particular, physiciant. I am most pleased to be accompanied by Dr. T.

Franklin Williams; Director of the National Imstitute on Aging.

During the last several years, & variety of support f£or training in
geriatric medicine has been provided through the authorities of Title VII

and Title VIII of the PHS Act. This support has been channeled through
broad program authoricies under these Titles and, since 1983, through
targeted support for geriatric education centers funded under Section 788

of the PHS Act.

The primary cafe training autherities encourage geriatrie teaininig
through medical residency training programs and faculty development
programs in Family Medicine and General Internal Medicine as well as the
Area Health Education Centers pfogfém. In FY 1955; about half of the 383
of Health Professions. Of this number, 72, or Eppfdkimétéiy 50%, used
some funding to provide geriatric training. (This represents about 25%
of the family medicine graduate progrémé nationwide.) A sizable number
6f Family Médiciné grant awards fof residency Eraining and facaly
development also utilized a portion of the funding for training in
geriatrics. 0f 91 awards in FY 1985 for General Internal
Medicine/Genefal Pediatrics Residency programs (some are joint), 38

grantees provided some geriatric medicine

-1 -




O

ERIC

Aruitoxt provided by Eic:

15

training to an estimated 190 fesideénts. Six faculty received geriatric
training under the General Internal Medicine Faculty Develspment Grait

Program. (An estimated 72 faculty were supported by the grant program in

More targeted support for geriatric training is provided throagh Seétion
788: Under this section, 20 geriatric education centers are prasently
funded to provide a comprehensive range of training within specific
geographic areas: Thesée centers provide training opportunities ism

consultation and assistance in geriatiic curriculum development as well
as support for continuing education. ALl 20 centers invelve the
improvement of geriatric training in schools of medicine. The majority
of centers also involve nursing; dentistry, phazwacy, social work,
approximately 4;700 iadividials will have received geriatric traiuing;
ranging from one-on-one clinical experiences of 6 months duration to
attendance at short-term continuing edacaticn seminars .

The Title VII aathority specifically allows support For the training and
retraining of faculty to provide instruction in the Ef@dtment of heaith

problems of elderly individuals.

In ;;;Riﬁﬁ with the National Institute on Aging in the development 6f the

il
N
[l
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Febiary 1984 Cofigréssional REport on Educatisn and Training i

Geriatrics and Gerontology, the committee of Federal representatives

(including HRSA) and its expert iltants recognized the need for

faculty davalopment and accempted to quantify faculty targets for the
years 1990 and 2000. Dr. Williams will describe the entire effort in

through the yeatr 2020;

There have been several attempts to estimate the number of faculty
Eeaching gerénéoiogy and géti&éfié; in health rofessions schools. While
most mééiééi §Eﬁaéié iéi ﬁéfééhfj have indicated that Ehéy have training
programs in aging or geriatrics, these programs vary enormously, ranging
from comprehensive campus-wide programs to a single part~time faculty
member. Data obtained in preparing the DHHS report indicate that there

ate fewer Ehan 300 medical school faculty members ot about 2.5 full-time
faculty equivalents per school. A recent survey of the members of the
American Geriatrics Society and the Clinical Medicine Section of the
éeféﬁééiégicai Socieﬁy of America confirmed that no more than 250 to 300

of basic science faculty are necessary for an intégtated clinical cate,

teaching, and research program in geriatrics and gerontology for medical
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students and house scaff: Fellowship programs funded through the
Veterans Administration, National Institute on Aging and Natisonal
Institite of Mental Health are producing betwsen L00-140 clinical and
basic science faculty per year with aboiit 762 continuing in full-time
geriatric academic positisns. So the short-fall in geriatric faculty is

lessening as we move closer to 1990.

In keeping with one of the recommendations of the Report to Congress,

that the Department increase training in this area by strengtheninig
existing programs, the NIA has introduced several tiew appicaches.

Dr. Williams will elabotate om those activities:

In terms of other related activities at the Federal level; the Veterans

Administration is presently supporting 50 physician fellsws in
geriatrics. Post-residency physicians with backgrounds in internal

wedicine and othe: appropriate §§éEiiitiés ifihily practice; neurology,
psychiatry; physical medicine and rehabilitation) participate in a 2-yéar
- - .
clinical/ediicational/research program providing specialized training in
gummmamﬁ.gaiammwmﬁﬁ#mJnﬁmﬁmﬁ
graduated. About 90% continue to practice geriatric medicine and more

than 70% hold academié appointments.

In FY 1986, post-doctoral training withini thé NIMH includes an estimated
12 Geriatric Mental Health Awards, facilitating career resrientation For
psychiatrist faculty interested in developing more of a research focus
within fﬁgir department or school. A number of clinical Erhihiné

programs in mental health and aging empﬁ&éiie postgraduate specialty

-4 <
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training through faculty development and fellowships, further increasing
Ehie pool of potential faculty members: It is estimated that about 36
physicians will complete such training.

over the past several years, the Administration on Aging has funded
eleven Lofig-Term Care Geréntology Centers o assist in the development of
a continuum of care, particularly community-based care, for older persons
in need of such services. Some of the Centers have developed, supported
and strengthened varicas geriatric training programs in medicine and
péychiatry:

We would also point out that private sector interest in this area is
growing: Pfizer Pharmaceuticals; with cosponsorship of the American
Geriatrics Society, recently awarded geriatric medicine fellowships for
up to two years of clinical and research tra‘ning. The Brookdale
Foundation has awarded research fellowships in the field of aging. The
Hartford Foundation has initiated a program of geriatric facalty

development awards geared to retraining existing medical school faculty.

Eﬁé ﬁééiéii pféfé§§iéﬁ iEséif is inéréasingiy reépéndihg to the éé;iii;ié
inperative. The Federated Council for Internal Medicine has recently
acknowledged deficiencies in residency training in geriatric medicine and
made recommendations for improvement. The American Geriatrics Society

ﬁéE éi&gﬁéé éﬁiééiiﬁéé Eaf Eéiiéﬁéhi’ ifiiﬁing irograms in Geriatric

Medicine for submission to the Residency Review Committée for Infernal

Medicine of the Accreditation Council for GME.

ERIC
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It is believed that the combination of existing prograns, a new
reiubiirsement incentive included in COBRA (which provides a special
2-year exception for individuals in geriatric fellowships); the numerous
private sector imitiatives, a building womentum for change withia the
medical education community; and & likely increase in State/local
goveroment interest in this ares will result in a shift of additional
resources toward the preparation of physicians and Ofﬁéf ﬂeaith

professionals to provide necessary services:

I would like to ask Dr. Williams to present his comments now, affsr which

we will be happy to answer your questions.
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o ReSponses by Thomas Hatch
to Additional Questions from Senator Grassley

Question. As I noted in my opening statement, around 43 percent of
the individuals seen by general practice physicians on any day are
between 65 and 74 and 47 percent are over 75 years of age. This
information is from a 1980 article hy Kane and others. This seems €6
ifiply EWAE Ehe Cypical primafy café phySiciin should Know & IGE abGu€ the
special medical needs of the elderly. Would you agree with this

statement?
Answer. Yes, I would agiéé.

Question. Would you agree with the point which will be madé by
sub-specialty, but rather that every primary care physician who has a
substantial péfcéhiégé of older persons in his or her pfacéice should
have ééﬁﬁféhéﬁiiVé Efaiﬁiﬁg in géiiaftiési

Ansvwer. Decisions with respect to the establishment of new
specialties or sub-specialties are made within the medical profession. I
understand that the American Board of Internal Medicine and the American
Board of Family Practiceé ate bOEh moviig toward certificaticn of
competency in géeriatric medicine, rather than the establishment of a
formal sub-specialty. I certainly agree that every primary care

people.

Question. 1In order to do this, is it not important to have teaching

faculty in sufficient numbers to teach medical students and primary care
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resideiita, the essentials of geriatrics?

Answer. Yes, it is important to havée sufficient faculty to teach
medicdl students and primary care residents the essentials of
geriatrics. This need was docamented in the Report on Educatiomand

Iraining in Gérintric!—;ﬁ—é;;;;t;:&ioéz' , submitted by the Department in
1984.

tiues’f ion. How many academic geriatricians would you say we need by,
aay 19907 Does the Bépnﬁ:ment have any official estimates or goals with

respect to this?

Ansver. The 1984 Reporton Education and Traifiifig in Céciatrics and

ééréni:oio'gx' set a Einimiﬁ target of 600 bhﬁiéi;ﬁ f;éuléy prepn'réé to
teach geriatrics, as a primary coml;.fﬁéiif', x;.'n U.S. medical schools by the
year 1990: The tatget for the year 2000 is 1,300 physician faculty.
These estimates relate o tha iiiiii or undergraduate level of phyaician
education, although some overlap of fncuity wlic Eaach undergraduate
wedical students afid primary care residents may be presumed.

Q@Estioh: You point out in your testimony that at present there are
fewer than 300 medical schosl Ei&ﬁtfj members who have a major commitment
to the field of geriatrics. As you know; there are about 800 separate
training programs for these primary care physiciana who will be tniiﬁg
care of older adults. Given these numbets @5GId you agree that there is

a ai’lortngé of geriatric teaching f;éﬁli:} at the preaenf Eimé?

Anaver. I would agree that there is a Aﬁorf.'ge of faculty to teach

geriatrics. The Repott on Education and Training in-Geriatrics and

25
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Gerontology indicated that there are too few teachers with geriatric

éxpertise who ¢an teach futute physic¢ian providérs afid it proposed

increased emphssis on expanding the number of faculty with expertise in

geriatrics and gerontology.

Question. 1In your statement, you reviewed some of the recent
developments which indicateé that moreé physician gériatricians should beé
produced in coming years. 1s your position that sufficient teaching

FaéulEy will be Gieated by these activities in an appropriate perisd of
time? I don't believe you made a categorical statement about that in

your remarks.

Answer. As I indicated in my statement, progress is being made
toward attainment of the minimum targets for 1990 and Z000. Fellowship
progfams fuﬁded Ehf&ugh the QeéérAné Adminisgrégion; National Institute

on Aging and National Institute of Mental Health are producing between

100-140 ¢élinical and basic science faculty per year, with about 70%

full-t

(70~98) conti g me geriatric academic positions. If the
current emphasis on the need for geriatric faculty contir:es, Wwe believe

éiénifiéani ;fog;ess toward meeiing these éoéls can be ma&é; iﬁfouéh the

above programs as well as through increasing non-federal support.

Question. Does the Department have estimates of the number of
téaching faculty which will be created by the activitiés €o which you

referred in your testimony?

Answer. In terms of the Title VII primary care training authorities;

part of Family Medicine and General Internal Medicine Faculty development

a0
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programs.

With respect to the Gariatric Education Canter Program that I described

in ay testimony, approximately 4;700 individuals will, by tha end of FY
1986; have Faceived training since the inception of the program 1A FY
1983. Of these, ;;;;;xim‘&eiy i;ﬁﬁﬁ aTe expected to serve as E;E;ié; of
healeh i?&éii’ibni education programs or have significarit iﬁ-liiviie
training responsibilities. Tha nature of this training, as I pointed out

in @y testimony, is variable in length and interisity: IE is,
essentially; a tailored Faculty development effort, often using muleiple
approaches to accommodate the availability oF Eaculy in certain
§eo§ripﬁié areas. To the extent that training experiences ara open to
practitioners; residents; éiiiéii; and graduate students, as well as to
existing faculty, they attract some individuals who are entirely new
health professions Eéiéhihg faculty. The primary emphasis; however; is

on the development or enhancement of geriatric teaching capabilities of

Question. How much of Ehe total appropriation for section 788 goes

for facuity training and retraining as mentiofiéd in subsection (d){(1)(D)?

Answer. In FY iéhé; approximatély $6.4 million of the $8 million
appropriated under Section 788 will be awarded to Geriattic Education

Centers. é.cuiéy dévélopmment, which ompasses training and

retraining, occurs within each of the centers; bat amounts for this
purpose areé not aeparately budgeted and are closely linked to other
purposes mentioned in Section 788(2): However; in FY 1986 we estimate

that about 60X, or $3.8 million, of grant funds will be atilized &



support faculty training or retraining for medicine; nursing, and other
health professions.

Question. Could you be specific as to how this money is used?

Answer. Funds for the Geriatric Education Centers are used to
provide a comprehensive range of educational services within targeted
geographic areas inciuding:

(1) training of health professions school faculty in geriatrics and

gerontology.

(2) geriatric curriculum consultation and related assistance to
health professions training programs.
(55 other educaiionai services such as coniinuing education for
practitioners and educational information referral systems.
The pooling of rescurces in geriatrics cducation is emphasized: A Eofal
of about 155 academic institutions and other organizations are directly

affiliated with the 20 Geriatric Education Centers.

A variety of different approaches to faculty development have been
éﬁﬁiéy&é; EGE Eﬁé common goai is to stimuiate a rippie effect Sy
enhancing the geriatric knowledge and skills of existing health
professions faculty of by Eraining practicing professionals uho afé i &
position to introduce geriatric content into health professions education
programs. A key element is to make training available through centers
with technical assistance and teaching materials provided by the center

to the faculty at their home schools.

Question. How many new geriatric faculty does this support result

L e
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ifi; in any given year?

Anawer. I would again péiﬁf out that the programs of our Gerid€iig
Education Centers utilize a variety of approiéﬁéi to faculty development,
with emphasis on enhancemsnt and retraining of existing fncuify; with
the expansion of the Gariatric Education Center Program in FY 1985 Erom

four to 20 centers, we expect that some significant number of faculey

each year will participate in educational experiences to better prepare

thém €o teach geriatrics.
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Senator GRASSLEY. Now, Dr. Williams, please.

Dr. Witriams. Thank you, Senator Grassley:. I too would like_to
;glijb”;ﬁit my written testimony for the record and will summarize
ere. ] L o
_ Our success in responding to the health care needs of the rapidly
growing numbers of older people will depend upon our _ability to
develop a critical mass of teachers and investigators in the emerg-
ing disciplines of geriatrics and gerontology. - - .- - .
_ The need for more individuals trained in these fields has been
highlighted in studies and reports by the Institute of Medicine, the
Association of American Medical Colleges; and more recently; the
New York Academy of Medicine.

As noted by Mr. Hatch; in 1983 the House Committee on Appro-
priations directed the Department of Health and Human Services

to submit a plan to improve and expand training in geriatrics and
gerontology. I will review here some of the highlights of the report
that was submitted in response to that directive and describe some
of the new initiatives being developed by the National Institute on
Aging as part of this response. .. . __ o I
In the near future, the majority of all users of health and health-

related services, with the obvious exceptions of obstetric and pedi-
atric care, will be individuals over the age of 65. Better trained pro-
fessional and supportive personnel are needed to provide services
to the older citizen more effectively and economically. In addition,
the training of a new generation of gerontological and geriatric re-
search investigators will help assure the more rapid development
of new preventive and therapeutic approaches to age-associated dis-
ease and disorders. o ) S

__The anticipated escalation of health care costs related to our in-
creasingly aged population can_be most effectively reduced by ex-
tending the healthy years of life and decreasing the years of dis-

ease and disability through medical research. S )
Beca us’epf thg wide scope of both gérontglog'y énd geriatrics, edu-

cation; and training initiatives in these fields should be targeted
toward alitiost all health and hiiitian services professionals and

allied personnel. Students entering all health professional fields
must acquire a basic knowledge of the aging process and factors
which appear to influence it. The knowledge base in gerontology. is
expanding rapidly, and a sufficient body of information is ready for
dissemination. B} , - B R
__How many faculty presently teach gerontology and geriatrics in
health professional schools? While most schools have indicated that
they have_training programs in these fields; the programs vary
enormously, ranging from comprehensive, campuswide programs to
a single part-time faculty member. Data obtained in preparing our
report indicate that there are fewer than 300 medical school facul-
ty members; or about an average of 2.5 full-time faculty equiva-
lents per school. This is clearly inadequate. . =~~~ . .
It has been suggested that 9 or 10 clinical faculty and the same
number of basic science faculty are necessary for an integrated
clinical care; teaching; and research program in geriatrics and ger-
ontclogy. At _present, the National Institute on Aging, the National
Institute of Mental Health, and the Veterans’ Administration are

t
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training between 100 and 140 new individuals per year; others are
being trained through other mechanisms in our country.
__The Nation needs to_expand efforts to create the geriatric faculty
to meet these needs. The szademic community, along with the pri-

vate sector, needs to share responsibility with the Federal, State,
and local governments to reach thesegoals. = )
How can we train siufficient faculty for educational and training

programs in geriatrics and gerontology? Our Institute, the National
Institute on Aging, has responded with several new approaches, in-
cluding the Geriatric Leadership Academic Award—a_grant pro-

- gram to support senior faculty who will provide leadership in stim.
ulating and guiding the development of programs for research and
training in geriatrics and gerontology. This initiative is specifically

targeted to those institutions which currently do not have exten-
sive programs in aging. .. _ e :

. In addition, we have added awards for fellowship positions to ex-
isting training programs where we can take advantage of estab-
lished training programs to train more people with an orientation
toward leadership in aging and geriatrics. There are also a number
of other types of support utilized by the NIA which are described
in my written testimony. o S
.. The DHHS Committee which made this report in 1984 is continu-
ing to work together to foster these eiforts and is presently ad-
dressing the congressional requirement to report by next year on
gggotiﬁél needs for heaith care of older people out to the year
__1t is timely also for the private sector to contribiite to this impor-

tant endeavor. Foundations such as the Hartford Foundation, the

Kaiser Family Foundation, and the Brookdale Foundation either

have funded or plan to fund a limited number of fellowship nosi-

tions. It is particularly pleasing to see private industry, like the
ggéléﬁ Insurance Co:, and the Pfizer Corp. also entering this
ield: - ) A o
__We certainly look forward to joint participation in trying to meet
hese needs.

- [The prepared statement of Dr. Williams and responses to ques-
tions submitted by Senator Grassley follow:]
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ME. Chairman and Members of the Committse, I am Dr. 7.
Franklin Williams, Director of the National Instituts o Aging
(NIA), National Institutes of Health. I thank you for the
opportunity to pressnt informatien relating to geriatric training:
This testimony has been modified from an articie by Edward L.

Schneider, M.D.; and me which appeared in the Annals of Internal
ﬂegicige.

within a very few years the hea th care needs of older people

will aominate the field of medicine. our success in responding to
this situation will depend upon our ability to develop a critical

mass of teachers and irvestigators in the emerging disciplines of

geriatrics and gerontslogy:. The need for more individuais trainsd
in these fields has been highIighfed 1n studies and reports by the
Institute of Medicine, the American Association of Medical c°11eges
ana, more recently, the New York Keaaemy of Hedicine, which devoted

its IIth Symposium on Medical Education to "Ths Ger atric Medical

Ei%ijgion Imperative;n

In 1983; the House Committes on Appropriations directed the
Department of Health and Huian Services (DHAS) to submit a plan to
improve and expand training in gGeriatrics and gerontology: In
response, the Department established an ad hoc Committee on
Enhancement of Training in Geriatrics and Gerontology with
representation from those Federal agencies with training
respahEiBilities in the field of aging. xgsfebruary 1984, the
Committss suEmitted its report to Congress: ™71 will review some of

the highiights of this report, as well as those from the recent New

64-173 0 - 86 ~ 2
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York Academy of Medicine Symposium, and describe some of the new
initiatives developed by the National Institute on Aging (NIA).

By the year 2020; whenh the Saby boom geheration in the United
States enters the older age ranges, as many a8 60 million Americans
may be over the age of 65. Of even greater importance is the
growth in numbers of the "oldest old"--the population over age B5:
nunbers will more than double in the next 15 years. These
demographic changes are being experienced by ali other deveioped
nations; furthermore, they will be realizeéd far more dramaticalily

by the world's developing nations. This shift in the composition

of the population will result in increased demands fo rﬁbépitai;

long-term care, and community services in all nations: ~In £he near
tuture, the majority of all users of health and health-related
services, with the obvious exceptions of opstetric and pediatric

care, will bé individuals over the agé of 65. Better trained
professional and supportive personnel will be needed to provide
these services effectively and economically. In addition, the
training of a new generation of gerontclogical and geriatric

of new preventive and therapeutic approaches to age-associated
diseases and disorders. The anticipated escalation of health care
coste related to our increasingly aged population can most
effectively be reduced by extending the healthy years of 1ife and
decreasing the years of disease and disability through medical

research.

-2-
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We should distinguish between gerontology and geriatrica.
Gerontology encomnpasses the wide range of studies of aging from
biological investigaticns at the molecular level to sscisecononic
studies of the impact of retirement on heaith and social statis:;
Geriatrics encompasses clinical sEudies of the diseases ana
disabilities of older people and includes aspects of most clinical

. disciplines, including internal medicine, heurology, psychiatry,

. urology, orEhopedics, family practice; nursing, and dentistry

7 Because of the wide scope of both gerontology and geriatrics,
educational and training initiatives in these fields Ehould be
targeted toward almost all health and human service professionals
and allied personnel. .The multidisciplinary nature of both
gerontology and geriatrics lends itself to interdisciplinary
training and educational program Students of medicine,
dentistry, social wcrk, and nursing carn all benefit by being
exposed to other disciplines in the managemenE of the older
patient.

The DHHS repert as well as other studies has conciuéea that
these educational activities should be conducted at II levels
including basic, graduate; and conEinuing education. " Students
entering all professional fields of health and human services
should acquire, £irst, basic knowledge 6f the aging process and

factors thich appear to influence it. The knowledge base in
gerontology is expanding rapidly, and a sufficient body of
information is ready for dissemination.

How many facuIty Presently teach gerontoIogy and geriat ics in
health professional schaols? As the DHHS report reiatéd, Ehere

3
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have been several attempts to estimate the\s::ber of faculty
involved in educational programs in aging. While most medical
gchools (91 percent) have indicated that they have training
programs in aging or geriatrics, these programs vary enormously,
ranging from comprehensive campus-wide programs to & single
part-time faculty member:. Data obtained in preparing thé DHHS
report indicate that there are fewer than 300 medical school
faculty members or about 2.5 full-time faculty equivalents per
school. This clearly is inadequate. A recent survey of the
members of the American Geriatrics Society and the clinical
Medicine Section of the Gerontological Society of America confirmed
that no more than 250 to 300 Faculty members in U.S. medical
;Eﬂéiii have a major commitment to the field of geriatrics:

It has been suggested that 9 or 10 clinical faculty and the
same number of basic science faculty are necessary for an
integrated clinical care; teaching, and research program in
geriatrics and gerontology for medical students and house staff.
At prosent; the NIA, the National Institute of Mental Health, and
the Veterans Administration are training between 100 and 140 aew~
individuals a year: Preliminary survey résults indicate that
approximately 70 percent are continuing in full-tine academic
positions in geriatrics and gerontology: However; the Nation needs
years. The academic community; along with the private sector;
needs to share responsib:lity with the Federal; State; and local

governnents to reach these goals.

-4-
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\iiinow can we train sufficient faculty for educational and
training programs in gerontolugy and geriatrics? The DHHS report

éEEéB&Ehﬁéiii existing progratis and by creating innovative new
programs.” The NIA has responded with several new approaches. The
first of these initiatives is the Geriatric Leadership Academic
Award. This is a 3-year grant to support & senicr faculty member
at a health science school who will actively assume a Isadership
role in stifiulating and guiding the development of programs for
research and training in geriatrics and gerontology. This
initiative is specifically targeted at those institutions which
currently do not have extensive programs in aging.

As another approach to stimulate geriatric training, the NIA
has announced the Complementary Training Award Ior Res&arch oh
Aging. This award supports additional fellowship positions
spacifically targeted toward aging as part of already funded Public
Health Service research training grants in a variety of
disciplines. Other NIA grant mechanisms which support geriatric
and gerontologic training include the individual and institutional
National Research Service Award and Physician Scientist Award (for
fellows and beginning faculty), the clinical Investigator Award and
the Acadenic Award (fof mew faculty members), the Ressarch Career
Development Award (for mid-level faculty members with research
grant suppeoft); the Senior Fellowship Award (for support of senisy
faculty who wish to extend their research into the field of

interested in multiaiseipIinaiy fraining).

-5-
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Ir addition to the NIA, other Federal agencies such as the
National Institute of Mental Health, the Administration on Aging,
the Health Rescurces and Services Administration, and the Veterans
Administrabiqn support other aspects of education and training in
these areas. The DHHS Committee is continuing to work together to
foster these efforts. The recently enacted Public Law 99-158

reauthorizing the NIH, directs the Secretary of HHS to repor: to
Cofigress on personnel needs for health care of older people; this
cOwpittee is undertaking the preparation of this report.

It is timely for the private Sector to contributé to this
important endeavor: Foundations such as the Hartford Foundation,

the Kaiser Family Foundation, and the Brookdsle Foundation either

have funded or plan to fund a limited number of fellowship
positions. It is also particularly pleasing to see the foresight
of a corporation like The Travelers Insurance Companies which, in
collaboration with the National council on Aging, has supported
research training of medical students under their Geriatric Medical
Student Fellowship Program. Mest raceritly; this enlightened
company has funde¢ a chair in geriatrics at the Univercity &f
Connecticut. We hope that other foundations and corperations will
participate in supporting educational and training programs in
gerontology and geriatrics so that sufficient numbers of
individuals will be trained to provide for the future needs of our

sging pepulatien:
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I will be pledsed to answer any questions which tha Committea
may hava. ;I'hank you.

-7-

o

ERIC

Aruitex: provided by Eric



Q

ERIC

Aruitoxt provided by Eic:

36

Response to_questions from Senator Charles E. Grassley to Dr. T.
Franklin williams regarding geriatric education ana training:
Question: It has been alleged that better training for physiciars
in the special medical needs of the elderly can _make medical
services for the elderly; in the aggregate, more effective and . ...
economical. Would you accept the assertion that we can_eventually
save money by investing in gerjatric training for physicians; and,
if so, can you give me some examples of how this could happen?

P Lack of knowledge of normal aging and the unique health
needs of older people has been shown to lead to inappropriate and
excessive use of acute and long-term care services, especially use
of hospitals-and nursing homes. For example, one of the first

reported .studies of a geriatric evaluation and placement service,
in 1973 (one in which I was involved), showed that half the-
patients_on waiting 1ists for nursing-home admission (in this-
study) had _not_had_an adeguate meédical work-up from_a geriatric
perspective (that is,; they had poteritially ramediable problems).
and_that through such a service the majority of older persons who
were already on waiting lists for admission to nursing homes were
enabled to go_instead to less intensive institutional levels of
care or to continue to live at home. In more recent studies,
geriatric in-patient units and consultative teams in hospitals as
well as ambulatory geriatric services have been shown to_achieve._
earlier discharge, better functional status, and less overall use
of hospital days, with frail and complexly ill older patients,
than was achieved by conventional gervices. 1In these specialized
geriatric gervices the involvement of professionals properly
trained in geriatrics has been essential to their success in

improving the _guality of tha oiitcomes for patients and families as
well as in reducing the use of the more costly services. Such
studies support tha view that better geriatric training for all

prhysicians_could aveidq some.of thiese delays in hospital. discharge
and avoid_the need for nursing home admissions in the rirst place;
as well as the view that we benefit by having a smaller group 5F
geriatric specialists who can _contribute to tha quality and.
cost-effectiveness of care for older patients with especially

complex problems.

Question: can you tell us briefly, what's different about the
elderly which requires physicians to have special training in
geriatrics?

Response: Special characterisitcs of older people which require
special training for appropriate care -- that is, special training
in geriatrics -~ include:

1) K airferent spectrum of presenting symptoms or complaints
from younger pecpl@.. For example, falls are- the. single most
common event or complaint leading to hospitalization in older
People -=_a_very rare avent in younger peopla. Thus.practitioners
caring for older patients must learn about causes, risk factors,

40
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and_1likely consequences of falls and how Eo pravent and treat them

in older pecple. Other examples could be cited.
_.-2) Cchronic problems producing sustained morbidity amd loss of

Sugctign,und,iﬁaéiéﬁaéﬁéé;fritherighgn simple acute problams, are
tiae major challenges in older persons,  calling for new and_ . . _
different learning.. For example, by far the most common caumes of
disability in persons over the.age of 85 are arthritis; dementia;
strokes; peripheral vascular disease,.and hip fractures; in
contrast, the major causes of mortality in middle and later years,
such as coronary artery diseass and cancer, produce very little of
the chronic disability found in very old pecple. Continued =
emphasis in education and research.on._the latter conditions is of
course important; but geriatric training and.research must also
include the common causes of chronic disability.

---3)_Older peéople typicaily have multiple complex health and.
social problems, rather than a single; relatively simple. problen,
at_any one time...CGeriatric competence requries the ability €6
address these multiple problems simultaneocusly.

_..4) In the face of such chronic disabling problems there is the
spectal importance of achiaeving even small gains in function
through treatment and rehabilitation, rather than being __
disappointed that one cannot achieve a simple, complete_cure;_a
the pysician commonly expects ts accomplish in the treatment of
younger patients.. _For example, if an older patient with a stroke
and partial paralysis can be helped to learn to transfer
independently from bed to _chair (or commode or wheel chair),
he/she can be virtually independent in most daily activities even
though still considerably disabled. Thus a different attitude masc
be leartied as a part of geriatrics.

—-_5).The special crisis, faced eventually by 20-40% of older
persons and their families, is the need to consider some
arrangement for major long term care, at home or im anm . . . .
institution, bacause of declining physical and/or mental  functisn
often complicated by loss of social supports.__such crises_ call _.
for special skills on the.part of the physician-geriatrician, witn
the collaboration of specially trained nurses, social workers, and
often other congultants, to work out care plans that are most
appropriate for the patient and most in 1ine with his/her and the
fanily's preferences._ _This type of situation-rarely arises in
younger patients; it is where special geriatric training is most
important.

Overall, -all physicians should learn more aboat all five aspects
described here. In addition, we_need a group of geriatric

specialists who can teach the others (and other.professionals) as
well as provide specialty consultative help in the crisis

situations. such as-those just referred to and as describaed in the
answer to the previous question.
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! . o o _
Question: some analysts argua that physicians who have-a. large
pProportion_of older people among thair clieritele should.know.a
good deal about non-medical aspects of older pecplé's situaticn:
In your opinion; how important are the patient's _social_ana
cultural environment and a_knowledge of available societal
resources in the training of geriatric physicians?

are very Commonly, indeed almost always, present along with
medical problems in y of the critical situations which arise
for older patients and their families. All physicians caring for
older patients must understand- these problems and their = =
Iinterrelatioris with the @medical problems and must be able to work

Responze: As indicated in the preceding answer; social problems

successfnlly with nurses and social workers skilled in-helping

address thess_problems. The success of the outcomes, in terms of
function, satisfaction, and costes, will depend ipon the- siiccessful
addregsing of these interacting medical and social probléns. .- -
Physicians specializing in geriatrics will be able to teach other
physicians and; in teamwork with social workers, bs bast able to
deal wth particularly complex situations.
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. Senator MaTsuNagGa [presiding]. Thank you very much, Dr. Wil-
liams and Mr. Hatch. I do not believe there are any questions at
this point. If there are, we will submit them in writing to you for
the record. :
Thank you very much.
Dr. WiLLiams. Thank you: B
Mr. Hatch. Thank you, Senator. R
__Senator MATSUNAGA [presiding]. Qur next panel of witnesses wili
consist of Dr. Samuel O. Thier and Pr: John Beck.
. Dr. Thier is president of the institute of medicine, and Dr. Beck,
director of the multicampus division of geriatric medicine; UCLA
School of Medicine. @~ o
We would be happy to hear from you, Dr. Thier.

STATEMENT OF DR. SAMUEL O. THIER, PRESIDENT, INSTITUTE
OF MEDICINE, NATIONAL ACADEMY OF SCIENCES; AND DR.
JOHN BECK, PROFESSOR OF MEDICINE, AND DIRECTOR, MUL.
TICAMPUS DIVISION OF GERIATRIC MEDICINE, UCLA SCHOOL
OF MEDICINE

- Dr. Tier. Senator Matsunaga, thank you. I too will try and

shorten my testimony and ask that the whole testimony that I

have submitted be included in the record. .
Senator MaTsuNaca. It will be so ordered. o

__Dr. THiEr. Barbara Tuchman defined as folly pursuing a policy

contrary to one’s own Self interest, even when the self interest is
obvious and a feasible alternative course exists. S

I am not sure we have committed folly in our health policy
toward the aging, but we certainly are at risk of doing so. There is
not any issue as obviously capable of overwhelming our health care

system as the needs of our aging population. And yet there is not

other major issue in health that has elicited so feeble a response.
The good news about aging is that we have underestimated the

number of people who will live to healthy and productive advanced
age. The bad news is that we have also underestimated the number

of frail elderly we will have to care for in the next few decades.
The worst news is that we have not heeded warnings and advice
about how to prepare for the aging of our population—and that ap-
proaches folly. i . <
_Elderly are not simply patients who are older: Research has em-
phasized physiologic differences of cardiovascuiar function; neuro-

muscular abilities, and drug metabolism that make them a special

population for the physician. Their proper care requires that the
phyxialicign have special training; and that is what you are consider-
ing here. == T o
The Institute of Medicine reported nearly a decade ago that if we
were to provide proper care for our elderly, we would have to im-
prove the education of providers of care about the issues of aging.
1asized the need to conduct research into the
spectrum of issues involved in aging: - o
The report called for increases in the quality and quantity of

training in geriatric medicine because the number of trainees was

olly insufficient to meet the Proj needs.

The Institute emphasized

1
RS
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Two of the impedimients to training leaders in geriatric medicine

were identified as an absence of clearly defined career tracks and
lack of direct support for training faculty.

_ The Institute recommendad four steps for overcoming these im-
pediments: on3, increasing the research base of geriatrics; two, de-
veloping academicians to serve as models to attract more young
medical professionals into geriatrics; three, establishing postresi-

dency_training for those young professionals, and four, requiring
accreditation and certification in geriatrics. =~
. The Institute’s investigation did not indicate a need for develop-
ing & new and. separate specialty, but rather, found that proper
education within the primary care specialties, such as internal
medicine and family practice, would meet the Nation’s require-
ments. o ) . o _ _
_In the decade since that report, and largely because of the efforts
of the National Institute on Aging and other institutes of the NIH,
the research base of geriatrics has increased substantially. There is
now great promise for the future of that research; = _ . .
The. private sector’s response includes the boards of internal
medicine and family practice announcing that they will examine
and certify diplomats for special competence in geriatrics. Thus
half of the recommendations of the Institute of Medicine for train-
ing leaders in geriatric medicine have been undertaken.
__But the critical matters of developing geriatric academicians; and
of establishing an adequate number of postresidency training pro-
grams have not been resolved. o o
. Because the issue has become more, not less, urgent, the Insti-
tute of Medicine recently convened a meeting of representatives
from government, academia, foundations, and certifying organiza-
tions to examine fresh strategies for dealing with the enormous
shortfall in the number of academic leaders in geriatrics.
24%3\7&51 observations of that meeting are germane to Senate bill
_ First, all agreed that we had fallen far short of our needs for
leaders in academic geriatrics. Second, there was a sense that our
needs were both short term and long term, and that programs such
as that introduced by the Hartford Foundation, to permit mid-
career changes of faculty into geriatrics, provided one model for a

short-term solution; but involved a very small number of faculty.
__The long run, it appears, could employ some variation on the
most productive model used in other academic medical fields—that
is, the development of centers of excellence with a critical mass to
which young persons are drawn for training and from which they
go forward to by %m their own centers of excellence. There is a need
to provide time for faculty within such centers to_establish firmly
their own academic credentials, and to be protected from service in
order to teach. S - —

The private sector has reorganized itself in terms of certification

and has attempted short-range solutions stimulated by philan-
thropic foundations. The problem of our aging population; a popu-
lation covered by Medicare, represents a nationar commitment of
enormous.and growing magnitude. @~ ==
_.Senate bill 2489, to improve the training of physicians in geriat-
rics, is consistent with the advice the Institute of Medicine provid-

- 44



41

ed nearly a decade ago. It represents a proper step, although a
modest one, away from a path to folly. One hopes that it represents
a step toward an overall plan of dealing with the health of our
aging population.
Senator MaTsunaGa. Thank you very much, Dr. Thier. @
_[The prepared statement of Dr. Thier and responses to questions
submitted by Senator Grassley follow:

Ny
Jt
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SENATOR GRASSLEY, | AM DR. SAMUEL O.
THIER, PRESIDENT OF THE INSTITUTE OF
MEDICINE OF THE NATIONAL ACADEMY OF
SCIENCES. | AM PLEASED TO HAVE THIS
OPPORTUNITY TO TESTIFY ABOUT SENATE BILL
2489 TO IMPROVE THE TRAINING OF PHYSICIANS
IN GERIATRICS.

BARBARA TUCHMAN DEFINED FOLLY AS

INTEREST EVEN WHEN THE SELF INTEREST IS
OBVIOUS AND A FEASIBLE ALTERNATIVE COURSE

COMMITTED FOLLY IN OUR HEALTH POLICY TOWARD

THE AGING BUT WE CERTAINLY ARE AT RISK OF

DOING SO. THERE IS NO ISSUE SO OBVIOUSLY



CAPABLE OF OVERWHELMING OUR HEALTH CARE
SYSTEM AS THE NEEDS OF OUR AGING
POPULATION. AND YET THERE IS NG OTHER
MAJOR ISSUE IN HEALTH THAT HAS ELICITED SO
FEEBLE A RESPONSE.

THE GOOD NEWS ABOUT AGING IS THAT WE
HAVE UNDERESTIMATED THE NUMBER OF PEOPLE WHO
WILL LIVE TO HEALTHY PRODUCTIVE ADVANCED
AGE. THE BAD NEWS IS THAT WE ALSO HAVE
UNDERESTIMATED THE NUMBER OF FRAIL ELDERLY
WE WILL HAVE TO CARE FOR IN THE NEXT FEW
DECADES. THE WORST NEWS IS THAT WE HAVE NOT

HEEDED WARNINGS AND ADVICE ABOUT HOW TO °



PREPARE FOR THE AGING OF OUR
POPULATION...AND THAT APPROACHES FOLLY.

THE HEALTH OF THE ELDERLY POSES A
PARTICULAR CHALLENGE TO MEDICAL SCIENCE.
THEY ARE NOT SIMPLY PATIENTS WHO ARE OLDER.
RESEARCH HAS EMPHASIZED PHYSIOLOGICAL
DIFFERENCES OF CARDIOVASCULAR FUNCTION,
NEUROMUSCULAR ABILITIES, AND DRUG METABOLISM
THAT MAKE THE ELDERLY A SPECIAL POPULATION
FOR THE PHYSICIAN. THEIR P’kb’iﬁéh CARE,
HOWEVER, REQUIRES THAT THE PHYSICIAN HAVE
SPECIAL TRAINING. AND THAT IS WHAT YOU ARE
CONSIDERING HERE.

THE INSTITUTE OF MEDICINE REPORTED

NEARLY A DECADE AGO THAT IF WE WERE TO

49
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PROVIDE PROPER CARE FOR OUR ELDERLY AND
MAIITAIN THEIR MAXIMUM USEFUL FUNCTION, WE
WOULD HAVE TO IMPROVE THE EDUCATION OF
PROVIDERS OF CARE ABOUT THE ISSUES OF

AGING. THE INSTITUTE EMPHASIZED THE NEED TO
CONDUCT RESEARCH INTO THE BIOLOGY OF AGING,
INTO THE DISEASES OF THE AGED, AND INTO THE
ORGANIZATICN AND DELIVERY OF CARE TO THE
ELDEP'.Y IF WE HOPED TO PROMOTE HEALTH AND
PREVENT DISEASE AMONG OUR AGING PEOPLE: THE
INSTITUTE REPORT CALLED FOR INCREASES IN THE
QUALITY AND QUANTITY OF TRAINING IN
GERIATRIC MEDICINE BECAUSE THE NUMBER OF
TRAINEES WAS WHOLLY INSUFFICIENT TO MEET THE

PROJECTED NEEDS. TWO OF THE MAIN

50



IMPEDIMENTS TO TRAINING LEADERS IN GERIATRIC
MEDICINE WERE IDENTIFIED AS AN ABSENCE OF
CLEARLY DEFINED CAREER TRACKS AND A LACK OF
DIRECT SUPPORT FOR TRAINING FACULTY. THE
INSTITUTE OF MEDICINE RECOMMENDATIONS FOR
OVERCOMING THESE IMPEDIMENTS INCLUDED 1)
INCREASING THE RESEARCH BASE OF GERIATRICS,
2) DEVELOPING ACADEMICIANS TO SERVE AS
MODELS TO ATTRACT MORE YOUNG MEDICAL
PROFESSIONALS INTO GERIATRICS; 3)

PROGRAMS FOR THOSE YOUNG PROFESSIONALS, AND
4) REQUIRING ACCREDITATION AND CERTIFICATION
IN GERIATRICS. THE INSTITUTE'S

INVESTIGATION DBID NOT INDICATE A NEED EOR



DEVELOPING A NEW AND SEPARATE SPECIALTY OF
GERIATRICS BUT RATHER FOUND THAT PROPER
EDUCATION WITHIN THE PRIMARY CARE
SPECIALTIES, SUCH AS INTERNAL MEDICINE AND
FAMILY PRACTICE, WOULD MEET THE NATION'S
REQUIREMENTS:

IN THE DECADE SINCE THAT REPORT, AND
LARGELY BECAUSE OF THE EFFORTS OF THE
NATIONAL INSTITUTE ON AGING AND OTHER
INSTITUTES OF THE NATIONAL INSTITUTES OF
HEALTH; THE RESEARCH BASE OF GERIATRICS HAS
INCREASED SUBSTANTIALLY. NEW KNOWLEDGE NOW
BEGINS TO SHOW GREAT PROMISE FOR FUTURE
DEVELOPMENT ACROSS THE ENTIRE SPECTRUM OF

RESEARCH OPPORTUNITIES, FROM THE BASIC

52
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BIOLOGY OF AGING TO THE STUDY OF ALZHEIMER'S
DISEASE AND FURTHER TO RIGOROUS EVALUATION
OF HEALTH CARE SERVICES FOR THE ELDERLY.

THE PRIVATE SECTOR'S RESPONSE INCLUDES THE
BOARDS OF INTERNAL MEDICINE AND FAMILY
PRACTICE ANNOUNCING THAT THEY WILL EXAMINE
AND CERTIFY DIPLOMATES FOR SPECIAL
COMPETENCE IN GERIATRICS. THUS HALF OF THE
STEPS RECOMMENDED BY THE INSTITUTE OF
MEDICINE FOR TRAINING LEADERS IN GERIATRIC
MEDICINE HAVE BEEN UNDERTAKEN. BUT THE
CRITICAL MATTERS OF DEVELOPING GERIATRIC
ACADEMICIANS AND OF ESTABLISHING AN ADEQUATE
NUMBER OF POST- RESIDENCY TRAINING PROGRAMS

HAVE NOT BEEN RESOLVED.




BECAUSE THE ISSUE HAS BECOME MORE, NOT
LESS, URGENT, THE INSTITUTE OF MEDICINE
RECENTLY CONVENED A MEETING OF
REPRESENTATIVES FROM GOVERNMENT; ACADEME;
FOUNDATIONS, AND CERTIFYING ORGANIZATIONS TO
EXAMINE FRESH STRATEGIES FOR DEALING WITH
THE ENORMOUS SHORTFALL IN THE NUMBER OF
ACADEMIC LEADERS FOR GERIATRICS. THE
PROCEEDINGS OF THAT MEETING ARE PRESENTLY
BEING COMPILED AND WILL SERVE AS A BASIS FOR
ONGOING EFFORTS AT THE INSTITUTE TO ENHANCE
TRAINING IN CARE OF THE ELDERLY.

ALTHOUGH THE PROCEEDINGS OF THAT
CONFERENCE MUST UNDERGO REVIEW BY THE

NATIONAL RESEARCH COUNCIL BEFORE FINAL
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RECOMMENDATIONS CAN BE MADE, | CAN COMMENT

ON SEVERAL OBSERVATIONS AT THAT MEETING
GERMANE TO THE BILL YOU ARE CONSIDERING
TODAY. FIRST, ALL AGREED THAT WE HAD FALLEN
FAR SHORT OF OUR NEEDS FOR LEADERS IN
ACADEMIC GERIATRICS: SECOND, THERE WAS A
SENSE THAT OUR NEEDS WERE BOTH SHORT-TERM
AND LONG-TERM, AND THAT PROGRAMS SUCH AS
THAT INTRODUCED BY THE HARTFORD FOUNDATION;
TO PERMIT MID-CAREER CHANGES OF FACULTY INTO
GERIATRICS, PROVIDED ONE MODEL FOR SOLUTION
OF A SHORT-TERM PROBLEM. FOR THE LONG RUN

IT APPEARS THAT WE COULD EMPLOY SOME
VARIATION ON THE MOST PRODUCTIVE MODEL USED

IN OTHER ACADEMIC MEDICAL FIELDS: THAT IS

.
M
- it
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THE DEVELOPMENT OF CENTERS WITH A CRITICAL

MASS OF EXCELLENCE TO WHICH YOUNG PERSONS
ARE DRAWN FOR TRAINING AND FROM WHICH THEY
GO FORWARD TO BEGIN THEIR OWN CENTERS OF
EXCELLENCE: THERE IS A NEED FOR PROVIDING
TIME FOR FACULTY WITHIN SUCH CENTERS TO
ESTABLISH FIRMLY THEIR OWN ACADEMIC
CREDENTIALS AND TO BE PROTECTED FROM SERVICE
COMMITMENTS IN ORDER TO TEACH.

ITIS iviii SENSE THAT THE PRIVATE SECTOR
HAS REORGANIZED ITSELF IN TERMS OF
CERTIFICATION, AND HAS ATTEMPTED SHORT-RANGE
SOLUTIONS STIMULATED BY PHILANTHROPIC
FOUNDATIONS. THE PROBLEM OF OUR AGING

POPULATION, A POPULATION COVERED BY MEDICARE
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REPRESENTS A NATIONAL COMMITMENT OF ENORMOUS
AND GROWING MAGNITUDE. THE BILL BEFORE YOU
TODAY TO IN:i*ROVE THE TRAINING OF PHYSICIANS
IN GERIATRICS IS CONSISTENT WITH THE ADVICE
THE INSTITUTE OF MEDICINE PROVIDED NEARLY A
DECADE AGO. IT REPRESENTS A PROPER STEP
ALTHOUGH A MODEST ONE; AWAY FROM A PATH TO
'FOLLY. ONE HOPES THAT IT REPRESENTS A STEP
TOWARD AN OVERALL PLAN OF DEALING WiTH THE

HEALTH OF OUR AGING POPULATION:

THANK YOU.
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A INSTITUTE OF MEDICINE
__NATIONAL ACADEMY OF SCIENCES
2101 CONSTYTITUTION AVENUE WASHINGTON, O.C. 20418

PRESIOENT

July 14, 1986

The Homorable
Charles E. Grassley

United States Senator
Committee on Labor and Human
.. Redources . = _____
Washington, D.C 20510

Dear Senator Grassley:

,,,,, Under_ separate cover I am responding to the questiona you have
directed to me on_ geriatric education and forwarding theae to the _
Subcommittee on Aging. Enclosed ia & copy for your informatiom, I_
appreciate the opportumity to comment further and provide additieomnal
information for the record of the hearing om "Geriatric and

PR R
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Ansvers from Dr. Samuel 0. Thier €6 Questions from
Senator Charles E. Grassley Regarding
Geriatric Education and Training

It has been suggested that older people are differenmt from a
medical point of view. Perhaps we should establish that there is a
body of knowledge about these differemces that can be taught. 1Is

there any dispute about that.

The current consensus is that there is a distinct body of knowledge
dealing with syndromes occurring in the older patient that are not

seen in other grovps._ In my.testimony I mentioned representative
areas in which altered function and response to treatment makes

older individuals a group requiring special attention. Medical

peérsonnel, from the medical student on up;, are not being required

to learn this information (it is often an elective subject) despite

the increasing percentage of older patients that they tr it:

Research to further understand and_subsequently to treat these
syndromes_is_also sorely needed. This research would obviously add
to the body of geriatric kmowledge which needs to be taught.

You bave argued that it would be unwise to create a geriatric

specialty in medicide. I am certainly in mo position to queation

your judgment on that question. But I am curious; is there any
universal agreement?

There is almost certainly pot universal sgreement on . whether a
separate geriatric specialty shouid be created in medicine.

» both family practice physician groups and internal
professional groups-(who together provide the bulk of care
to older persons) have agreed that geriatrics is too important to
be a separate specialty, but should be an added competence for
physicians. The American Board of Medical Specialties; which is
charged with approving new specialties; has agreed to this comcept .

In the 1978 Institute of Medicime report; “Aging and Medical
tion,” the committee chsired by Paul B. Beeson, M.D., clearly

recommended that "a formal practice specialty.in geriatrics not be

established; but that gerontology iid geristrics be recognized as

acadenic disciplines within the relevant medical specialties."”

Mr. Hatch, in his statement, oted several indicators of imcreasing
interest in geriatric educ o, Does this activity indicate that
the medical training system will respond to the changing meeds of
our society by providing sufficient faculty to traim our primary
care

care | veicians_and that we will have; in due course; .the number of
adequately trained teaching geriatricians that ve meed? If not,
why not; and what further steps need to be taken?

In order to provide sufficient faculty to train our primary care
phiysicians, the system must be primed with sufficient funds and

Jol
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2stablished - "centers of excellence” to both train the peeded
faculty geriatricians and then give them quality opportunmities to
train fellows in the field. Difficulties in kmowing the present
nunber of geriatricians rests_op ambiguity in defining a
geriatrician with respect to type of practice; individuals v..
full-time equivalents, etc.  Estimates, however, ramge from 250-300
full-time physician faculty to 16 I
geriatricians including clinicians
Estimates indicate that.by the yea:
and 900-1,500 faculty will be needed to de quality care.
older Americans. Currently, t _are_fewer than 100 geriatricians
being produced each year. Hence, the current medical training

system is not sufficiently responding to these needs:

The 1978 IOH report stated two main impediments ini the medical
training system to producing faculty leaders in geriatric
medicine. _They were (1) an absence of & clearly defined faculity
career track im geriatrics aad (2) lack of direct-support for
training this faculty. The report suggested: (1) i

research base of geriatrics; (2) deve dewi
as_models; . (3) establishing post residemcy

(4) requiring accreditation and certification.

As of 1986, the research base of geriatrics has imcreased.
substantially, and standards for accreditation amd certification
have been adopted by relevant medical specialty - boards. Developing
faculty in geriatrics and establishing fellowship training programs
still remain urgent needs.

A recent meeting at the IOM to address these problems proposed the
following:

career faculty in geriatric medicine who_could them serve as a
training source_for other faculty and fellows. These faculty

Deed_protected time to returo to their home institutjons and
begin viable programs, as well &s resedich support to carry on

research in geriatrics. This would give an immediate increase
in the oumber of available traimers.

¢ Io the short term, funded programs are needed to train medical

¢ In the loug term, funded programs are needed to develop
"centers of excellence" with a critical mass for traininmg
fellows wino could then train our primary care geriatricians.

These steps should raise both the quality and guantify of leadars
practitiomers in the field of geriatric medicine.
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Senator MATSUNAGA. We will now hear from Dr. Beck.
_ Dr. Beck. Mr. Chairman; I too will attempt to shorten my_re-
marks and would hope that my submittec testimony is included in

the record. e

Senator MATSUNAGA. It will be so ordered: -
- Dr. Beck. What 1 would like to do, sir, is to review very briefly
for_you_the. previous manpower projections which have been made
in this Nation; largely in Los Angeles, and to then review for you
data which have been collected largely by my colleagues and
myself at UCLA on what has been the national response to date,
further elaborating on Dr. Thier's remarks. S
__If you would turn to table 1, page 19, you will note in tables 1; 2,
and 3 the projections which were made by a group at Rand and

UCLA in 1980, which suggested that there was at that time a need
for 1,600 faculty members in geriatric medicine, 450 in ,geropsgz
chiatry. Because we perceived that the Pprivate sector required su

and because we perceived that very complex problenis in the e
ly would require fully-trained geriatricians for their managenietit,
we suggested that by 1990, there was a total need for somewhere

stantial numbers of geriatricians who would not be academicians,

between 7,000 and 1 ,800—(FTE)—persons trained in geriatric med-
icine, ] : , ;
_ In table 3, you will note a response that we made to the National
Institute on Aging at their request on geriatric research ,inani)ower
needs, which again was made in 1981. And finally, in table 4, you
will note the minimum faculty number targets, which were raade
by the committee which Dr. Frank Williams referred to and which
shows, by the year 2000, that our medical schools wotld require
2,600 faculty persons trained in geriatric medicine and geropsy-
chiatry. =~ =~ . S
Now, where have we come in terms of these various predictions?
. I would like to address that first in terms of undergraduate medi.
cine; then in terms of residency training; then in terms of fellow-
ship training in geriatric medicine and geropsychiatry, and finally
In terms of continuing medical education. =~ -
If you would refer to table 5, it looks at the changes in under-
graduate medical education, and I would remind you that in 1976,
some years previous to the first survey of 1983-84, there were only

a handful of programs that offered undergraduate medical educa-
tion. You will also note that there has been a substantial irnprove-

ment in the number of course offerings to undergraduate medical
students at both the p

at both the preclinical and clinical years. However, if one
surveys medical students, as we were able to do and as the AAMC
was able to do, we found in 1984-85 that only 2.3 percent of all
graduating medical students had had a meaningful experience in

geriatric medicine. The AAMC survey revealed 3.2 percent in the

year previously—figures that are remarkably close together. =

rning next to residency training; in 1979-80—and I would refer
you to table 6—there were 28 units in the country that were offer-
ing some form of residency training in medicine or family practice.
We do not have data on psychiatry. In 1983-84, on the basis of data
collected by a _colleague at State niversity of New York, Buffalo,
Dr. Calkins, that number had increased to 40, in which approxi-
mately 48 percent of the trainees in inter:qai medicine and family
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practice were having 1 month’s experience in geriatric medicine:
This is in sharp contrast to the 442 residency programs in internal
medicine and the 880 residency programs in family practice; and I
think again emphasizes what Dr. Thier has saic ; that we have
fallen far short of the target. = . o
. Turning next to fellowship training—and I would refer you to
table 7—these are really our future faculty and future leaders of
activities in the private sector. Prior to 1970; there were two fellow-
ship programs in this nation. And if you look at table 7, you can
see that there has been a progressive increase so that in 1985-86,
there were 48 programs with 166 fellowship positions open for
training at an advanced level.

__I also wish to emphasize that in 1984-85, that is, June 30, 1985,

there were only 51 graduates of fellowship programs in medicine
and family practice and 34 in geropsychiatry. Approximately half
of these individuals went to academe and half to the private sector.
And as one of the previous witnesses has mentioned, we have iden-
tified just under 400 fully trained geriatric physicians and geropsy-
chiatrists in this country to date and are at present surveying

them in terms of what they are actually doing. .

Finally addressing continuing medical education—in table 8—
you see that there is_once more a change. There is almost a dou-

bling in the course offerings. But I want to point out to you that in
our 1984-85 study of continuing medical education, which was
sponsored by the VA central office, we estimated—and this was a

very generous estimate—that no more than 8,000 out of 450,000

practicing physicians in this Nation had had a full day’s continuing
medical education in geriatric medicine or geropsychiatry.
__1 will not mention research or practice, since this has been allud-
ed to, but would like to turn to the need for revision of our man-
power or personnel needs from our perspective. These are targets
for theyear2000. =~ " o
,,,,,, projections which were made in 1980—which we ex-
amined—in table 1, need to be totally revised because the popula-
tion projections for this country have increased since these initial
analyses. Second, the population projections for persons over the
age of 85 have increased very substantially. @~ =
Third, there is an unexpected, and major demand for formaily

trained_ geriatricians and geropsychiatrists in HMO’s, community
hospitals and clinics, and as leaders of the long-term care institu-
tional system: S

__And finally, our own personal conviction at UCLA, based on ex-
perience; that there will be a need for specially-trained geriatric

consultants who will bear the responsibilities for the ongoing care

Oiir initial

of very complex and frail elderly persons, hoping to maintain them
in the community. - L

1 believe the GMENAC manpower personnel projections requires
revision for similar reasons. . o -
- In terms of these assumptions, we believe that we must target in

this Nation for somewhere near 20,000 full-time-equivalents by the

year 2000, a very substantial revision upward. We believe that this

could be achieved by educating and training 7,000 geriatricians

which would be both for academe—the 2,600 referred to in the De-
‘,' ‘_’
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partment of Health and Human Services Study, which is the most
recent one—plus the need in the private sector. . . o
.. We think there would be a need for approximately 13,000 full-
time-equivalent internists a i wh
traired in geriatric medicine but would not be considered to be
geriatricians, T T e
If each of this latter group devoted 50 percent of their time, then

and family physicians who are well-

one would actually have to expose 26,000 family physicians and in-
ternists moving through our training system over the next one and
a half decades to a very substantial experience to geriatric medi-
cine and geropsychiatry. @~ T

. We believe that the key to meeting the challenges which I have
described above is the development of a nucleus of faculty that can
sustain and advance the teaching and research effort with its posi.
tive effect on clinical practize for this Nation. We do not generally

at the moment have such a nucleus; nor will one automatically
emerge simply because of the demographic shifts in this Nation: It
is also our firm conviction that if we are to increase our faculty
strength from the roughly 2% per medical school as of 1983 to the
somewhere between 10 and 20 which was mentioned by Dr. Wil-
liams, that a mejor new effort has to be embarked on-

. Supporting the development of geriatrics in the Way that I have
described means a commitment or redirection of monetary re-

sources to sustain the sizable effort needed. The funding in the

past has been transient. The uncertainty continues to plagie long-

lemic geriatric medicine.

term development plans in acade o
We have a framework in place: There is a beginning major com-

mitment of funds, but one that must be much increased so that we
might have a oositive impact on the care of our Nation’s elderly
and the coat of care. = S

_I believe we are at an_historic moment in the field of geriatrics
because of the climate of interest and the readiness to participate
in the clinical and research communities. There is a need and op-

portunity vo make a national impact through geriatric training to
facilitate adequate mainstreaming of geriatric expertise into gener-
al training and to promote research. ==~ = = e

And if you will permit, as I close, I would like to quote Shake-
speare: There is a tide in the a“fairs of men which; taken at the
flood, leads on to fortune; omitted, all the voyage of their life is
bound in shallows and miseries,. =

Thank you for the opportunity of testifying. : :

[The prepared statement of Dr.. k and responses to questions
submitted by Senator Grassley follow:]
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Mr. Chairman (Charles E. Grassley) and Members of the Committee,
I am a Professor of Medicine at the University of California, Lon
Angeles; the DiFectsE of UCLA'S Multicampus Division of Geriatric
Medicine and the Director of the UCLA Academic Geriatric Resource
Center. Thank you for the opportuniEy t6 Speak Es you about the
need for physician health professionals to aid in dealing with

improving the quality of health care of elderly Americans.
I. INTRODUCTION

In this country; we face the challende of an increasing number of
elder'y persons, which is alse the success story of the 20th
century. The démographic facts are widely known -- we are living
longer; we are growing older as a nation and we aré witnessing

the beginning of a tremendous outlay of national resoaqrces Eor

the acute and long term care of the elderly.

In 1978 the Institute of Medicine described a specific body of
knowledge regarding aging, emphasizing the skills and attitudes
that are relevant to the education of physicians and the practice
of medicine in a Iandmatrk report. There is increasing agreement
the following ways:

o Shorter life expectancy;

© Dirinished reserve; less resilience, easily disrupted

hereostasis;
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& Stresses abound, depréssion common;
® Multiple chronic dideases;
e Many causes for malnutrition;
e Many causes for functicnal disability;
© Many sources of pain and discomfort; and

e Special pharmacological consideraticns,

These factors combine to produce extraordinary complexity in the
medical care and treatment of many elderly persons. As the
number of oldér persons -iontinues to grows 5o, too, will the
namber of physicians needed who have special expertise in the
multiple, intsractive problems of aging.

II. MANPOWER (PERSONNEL NEEDS AND PROJECTIii:

In 1980 a Rand/UCLA group made estimates - &

dcademic and practicing geriatricians in £glI ¢ Eivalen€s
(FTES) which would be needed in this natic . Thece ¢ita are
summary, it was noted that the USA would require between 7;000
and 10,300 geriatricians by the year 1990 with the best inter-
mediate figu-: being about 8,000. These estimates were based on
the assumption that geriateicians would provide improved care to
persons over the age of 75 in both an acadeiiic consultant and
primary care role with the delegation of a moderate amount Sf
responsibility to nurse practitioners, physicians assistants and

social workers. These estimates were also a fonction®sf the Ehen—

ERIC
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predicted number of elderly persons; their average rate of utili-
zation of health care providers and on the productivity of health

care providers. )

These physician manpower needs in geriatrics were updated at

the request of the National Institute on Aging in 1981 with a
particular emphasis on Geriatric Research Manpower Needs, Thase
data are summarized in Table 3 (page 22).

The most recent faculty member estimates were ade in a Repctt
on Education and Training in Geriatrics and Gerontology by the
Department of Health and Human Services in 1984. The pertinent

information i5 summarized in Table 4 (page 23).
111: THE PRESENT NATIONAL RESPONSE

The ;géEiééiié imbeféftVE; as if ﬁéé Eéen éaiied by Somers and

others presents a three-fold challénges

© to educate,

® to perform research; and

e to improve practice

as a nation in meeting some of these challenges. Foliowing this,
1 will update our projections of the number of geriatric faculty

and practitioners needed and, finally, I wish te emphasize the

o,
teGr?
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critical role to be played by geriatric¢ faculty and fellows if we
are to improve the quality of life and care of our aging popula-

ti6h;

Undergraduééé Medical EdaééGiaﬁ

In 1976; two medical schools had required undergradiate courses
in gerontology or geriatrics, and only 15 had sepatate education-
al programs of any kind. Four years later, 76 schools repoEted
133 programs (lecture course; clerkship) at the undergraduate
level, of which B4 were in the clinical years. In 1983-84; 169
clinical programs were reported, doubling the 1579-80 figure.
Additisnally, 103 of 125 medical schools reported some type of
gefiééfié prograf in €he clinical years. Table 5 (page 24)

summarizes the growth in Undergraduate programs. The growth in

materials; including course outlines, teaching modulés and

textbooks.

While the gains at all levels of medical education are impres-
sive, the ab.olute amount of instruction received by medical
students is generally acknowledged to be inadequate. Virtually
all seudies of the status of Formal ge.iatric education include
the caution that there are few réquiréd or seléctivé courses and
that the number of studen€s enrolling in elective offerings

is véE§ small éééauﬁtiﬁg for appféxiﬁaﬁéiy é:éi 6% éii thira and

fourth year students in 1984: This figure corresponds closély
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with the results of the 1983 Association of American Medical
Colleges (AAMC) Graduation Questionnaire; which reportsd 3.2% of
students taking a clinical elective experience in geriatrics in

either the preclinical or clinical years.

Residency TEaining

Calkins at S.U.N.Y.-Buffalo, for example, reports a doubling of

mandatory house staff rotations offered by established academic
units in geriatric medicine in the 1983-84 acadenié year from the
level observed in 1979-80. In 1979-80, there were approximately

half or more of the residents) geriatric rotations. Iu 1983-84;
the number 6f such units had grown to 40 and the percent with
mandatory rotations had increased to 438. This is in contrast Eo

the 442 residency prograims in Internal Medicine and the 380

programs in family practice. While it is true that some programs

of rotations suspect. Current residercy Eraining data are

presented in Table 6 (page 25).
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Geriatric medicine fellowship trainifg has more than doubled in
the last five years as shown in Table 7 (page 26). In 1984-85,
there were 45 geriatric medicine fellowship programs recruiting
fellows; up from 24 programs in 1980-81 and op from jost two

prior to i970.

In these 45 programs seeking fellows in the 1984-85 academic
year, there were a total of 136 positions available, of which 126
were filled. OF the 126 participating fellows, 76 were in their
first year; 46 in €heir second year; and Four had elected to do a
third fellowship year devoted to research. Fifty-one feliows

a
completed their training in June; 1985:

The data for the 1985-86 academic year show an expansion to 48
programs and a total number of 176 fellowship positions:. For
1986-87 and beyond, we estimate that up to sixty programs may be
in place.

Funding 1s coming £rém university medical centers (37 of 45
programs); the Veterans Administration (19 of 45 programs), and
the private sector (16 of 45 pf’ogx’:ém's). Two programs received

state funding.
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At the fellowship level, the 51 physicians completing a geriatric
PEGGEAN in June Of 1985 are in decided contrast to the 173 in
pulmonary, 193 in gastroenterology and 249 in cardiology. By our
estimate, in fact, no more than 400 physicians have ever had
fellowship training in geriatric medicine or geropsychiatry. We
believe that fewer than half 6f this number has gone into faculty
positions; the remainder being engaged in non-acadenic activi-
ties, primarily practice-oriented: This leaves G5 with a
significant shortfall in the number of highly trained geriatri-

¢ians needed to £ill faculty positions and to provide clinical

Medical Educa€isn

Geriatrics-related continaing m~aiGal wdicriion has seen rapid

growth in’'the last few years as seen in “able B (page 27).
Beginning in January or 1975, 3¢ rcograms devoted solely to

geriatrics -sere held over a period of 30 months: In 1984-85; 85
such programs were rFeid over a 24-month period: A recehtly-
compieted UCIA study of the 85 programs held in 1984 and 1985

deiionStrates Ehat while a fow highly-rated subject areas such as

tia, ostecporosis; decressisn, hypertension, incontinence and

decreased mental function are coversd in at least one out of five

courses, many subjects -- rated as highly by experts -= are cov-
ered infrequently or not at all; for example congestive heart
failure, anemia, jatrogenic problems, coping with death and dying,

8
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hypochiondriasis (as the somaticization of depression). Topies
along the lines of functional assessment, clinical approach to
the elderly patient, iatrogenesis and lond term care (continuum
of care) are generally absent. These are S0 fundamental to care
course. Unfortunately; it has been the expecience of many
geriatric faculty that these are topics most physicians feel are
either not important or that they can already handIs: The
evidence, however, is on the side of less than an adequate
quality of care for older people, and this 1s certainly a part of

it.

Wessler has pointed out that while the number of elderly people
is growing;, the vast ﬁaﬁéiiéy of §taétitibhét§; especially those
felicwship training. In our study of geriatrics-related CME, we
projected that for 1984 and 1985 combined; no more than 8;000 ~-
and very probably fewer ~- physicians attended at least one day

f CME devoted solely to geriatrics. Thic is out of a total

[+}}

population of over 450,000 practicing phys:cians.

In summary; recent studies have shown that for all types of
undergraduate and graduate medical education an@ Eraining

(including continuing medical education), geriatric content is

72
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almost totally lacking and/or in need of redirection. In terms
of the present legislative initiative; formal geriatric Enséfaé-
tion at the residency level i5 even less frequent than it is at
the undergraduate level. FPellowship training, while experiencing
a doubling between 1980 and 1984; still produced only 51 gradu=

ates for the entire nation in Juné 6f 1985: The niiber of
academic geriatricians emerging from fellswship programs con-
tinues to f£all far short of the projected need and will con€inue
o do so unless a substantial redirection of resources takes
place: 1In a similar vein, Continuing medical education activi-
ties directed towards geriatrics has doubled in recent years but
our observatisi Suggests that critically important subjects are

presented infrequently Sf not at all.
Research

The scope of research by geriatricians should -2 as broad as
possible. 1In a burgeoning field such as geriatrics, there is a
need for research of three types: 1) basic (or biomedical)
research; 2) clinical research; and 3) health services research.
The Institute of Medicine has identified a number of areas in

which major breakthroughs in basic research are indeed possible.
These would inclade the areas of immunology, mechanisms of

aging; basic studies in phygiéiBQY; neurology and neuropath-
ology; endocrinology; and the 1ike, More extensive discussion

can be found in comprehensive reviews of research opportunities
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piublished by the NIA.

research is almost boundless. There is a need for careful
clinical trials of a variety of therapies, including drug
therapies and the use of new kinds of milieu interventions, such
as for incontinence. 1In the area of health services research,
better work is needed to develop new techniques Eor appropriately
assessing the variety of geriatric problems and the developiient
of new taxonomies. We need to look at new configurations of
care, exploring such models of care as the geriatric assessment
unit. Geriatricians are sorely needed to develop more effective

parts of the long-term care spectrum and between the long term
care spectrum and the acate medical care systém should also be
explored,

limited, and the lessons of other newly arrived fields in
academic medicine (e.g., family practice) should be appreciated:
simply put, the tasks of developing clinical and teaching
programs extract a great price from the first generation of
academic leaders. Unless active efforts are undertaken to

a lower priority in the press to mount néw PEGGrams. In the case

=174

&1
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of geriatrics;, which cannot draw upon the wisdom of extant
prac:itionérs, we are working under severe handicaps. Not only
are we concerned with the nurturing of academic geriatricians; we
are also sensitive to the great need for new and better informa-
tion about the clinical problems faced by the growing number of
elderly in this country: An academic geriatrician cannot fake
sufficient progress in research on these complax probléms with;

purpose.

In addition to doctoral-level (Ph.D.) researchers; physician
researchers trained in the techniques of biomedical;, clinical or
health services research are necessary to provide a working
bridge between the laboratory and the geriatric clinic. We
estimate that; at a minimum, an average of two such academic
geriatrician research faculty for each of our 127 medical
schools are needed today to make progress in geriatricé possible.
We recognize that these 254 physicians may not be equally
distributed across all institutions; but the total namber will
likely fall in this range. Mechanisms must be developed to
recruit, train, and reward such persons if we are to find new
answers tc geriatric problems and to re-examine the answers
currently promulgated.

It is especially disappointing that not only are our fellowship

programs producing so few graduates, very few of these have spent
a h

1ip year (nsuaiiy the third year) devoted to developing
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research skills. Throughout the 16 internal medicine sub-
specialty areas with fellowship programs; approximately one-chird
of all fellows remain for a third year of research. In geria-
trics, the figure is less than 14%; the lowest of any internal

medicine subspecialty area. The shortfall in the number of

experience with conducting research.

Practice

The shortcomings in the medical care generally received by older
persons is becoming well known. UCLA faculty and colleagues have
with their older patients. 1In two separate studies; we have also
recently shown that in the typical medical encounter, many
important porcedures (e.g., pap smears) are often omitted from

the examinations of older people and that diagnoses of dementia,
depression, osteoporosis and incontinénce are often missed.
have established more medical school curriculum time devoted to
geriatrics, more postgraduate (residency and CME) training and

a larger number of high quality fellowship programs.
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Manpower/Personnel Needs Revised

The projections of geriatric manpower needs made by the Rand/UCLA

group in 1980 needs substantial revision for the following

reasons:

1. Population projections have increased since €heseé initial
analyses;

2. Population projections for persons’over the age of 85 have
increased substantially;

3. There is an unexpected demand for formally trained geriatri-
tricians in HMOs, --mmunity hospitals and clinics, and
as leaders in the long term care syatem (both institutional
and noninstitutional); and

4, My own personal conviction, and that of my colleagues, based
on our experience; that specially-trained geriattic consul-
tants will need to bear the responsibili€y for ongoing cate
in a proportion of the frail elderly because of the complexi-

ty of the problems encountered.

In a similar vein, review of the Graduate Medical Education
Nationsal Advisory Committee (GHENAC) adjusted-needs-based model
and their manpower prdjectiohs suggests that a similar reanalysis
heeds €o be engaged in.

In terms of our own observations, we believe Ehat we must target
for about 20;000 FTEs, a substantial upwatd revision from our

previcus projections. We believe that this could be achieved by
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the education and training of 7,000 geriatricians and about
13,000 (FTE) internists and family physicians who were well

be geriatricians. If each of this latter group devotes 50% of
its time to practice with the elderly we are really considering
the development of a mechanism for training absat 26,000 ifiter-
nists and family physicians to develop above average expertise in
dealing with older persons. I cite this since residency training
in these specialties must obviously be totally redirected as mast

the resources to support them.

The Need for Geriatric Faculty and Bellows

We believe that the key to meeting the challenges I have describ<
ed above is the development of a nucleus of faculty that can
sustain and advance the teaching and resesabch effsEt With its
positive resulting effect on clinical practice: We do not
generally, at the moment, have such a nucleus nor will one
automatically emerge simply because of the geriatric imperative.

It must be supported and encouraged.

The highly visible presence of a core faculty of geriatric
physicians is the key to6 affecting the practige patterns,
attitudes; and skills of medical undergraduates and young

physicians in car .ng for the elderly. This faculty must have a

presence in the academic medical center, in lsig-t&Em Cate

facilities, and 1 ambulatory clinics. It should be able t&
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synthesize the expertise oi oI4i<s involved in the car: of the
elderly and present it in a mannit relevant to6 the feci :al

students and house officers « " cire for older pecpls.

To influence ttudents ~uccessfully in the appropriate care for
the elderly, we must once more recognize the key influence of the

medical housestaff on students. It is essential that these

faculty teaching efforts and that theéy acquire the attitudes,
knowledge; and SKills to pass Ehis on to their students. It is
also axiomatic that resident physicians will not become advocates
of geriatrics until the geriatrics faculty helps them in the
management of their patients in both the inpatient and ambulatsey
services. 1In this vein, it is essential that geriatrics be

taught in a factual manner supported by as much data as exists

and as many key references ‘as possible.

The curriculum must emphasize the care of the frail and dependent
elderly whose chronic illnesses of physical or mental disability

require the help of others in their daily activities. Clinical

judgment about care of the elderly is a critical ingredient, and
while difficult to impart, requires the transmittal of some basic
principles to clinicians in training. The usual clinical
strategies almost invariably deserve alteration in very old

patients.



O

ERIC

Aruitoxt provided by Eic:

76

16
Emerging clinicians should be taught about a nomber of specific
problens Ehat affect the elderly whose assessment and manadement
usually lies with €he general physician. These problems include
pressure sores; and niihaty ihéaneihenCé;
The role of physicians in aiding elderly patiernts and their
families in arriving at long-term-care decisions must be recogniz-
ed. Young clinicians must be prepared to assess the FurcELisHal
heeds of patients and to aid in the provision of thé ressutces to
£ill these needs. In 8o doing, young clinicians mast recognize
and understand tne role of uther disciplines critical to the care
of the elderly and implementing them in an effective manner.
Finally; emerging physicians must becomé familiar with the
practical but ever-changing workings of the long-term-care system
that is evolving in the United States: We are not recommending
that the physician supplier critical complementary skills to the
social worker in arriving at éﬁb;&ﬁ?iséé decisions absu€ Medi-
caid, Medicare, intermediate care facilities; home health care

gencies, skilled nursing facilities, and many other aspects of

[l

he support system that has developed. AL-ence of this input is

a

Geriatric faculty. In 1983 the hufiber OF geriatric faculty was
estimated nationally to be an average of 2.5 FTE per medical

school. They are derived from two Sources: 1) established
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mid-career and senior faculty who have turned their teaching ana
research focus to geriatrics from another area of medicine; and
2) graduates of fellowship programs who fiow Conétithte a small

pra 'txee and psyehiatry.

We believe that to be effeetiﬁe, an institution must have a core
of 10 to 20 faculty members, both junior and senior; fully &oii-
mitted to geriatrics: Ih order ts be a balanced effort; ten to
twelve positions would be regular, tenure-track faculty with both
teaching and research responsibilitieg, Another six would be
ad]unct faculty at affiliated hﬁepxtals, and the remaining two

would be fully committed to research:

The major source of faculty for geriatrics is likely 6 be
fellowship programs, and we must attract individgals t5 Ehei in

sufficient numbers Eﬁd train these individuals adeqﬁately if we

are to meet the geriattie challenges before us,

In the decade in which we are beginning to experience the
predicted oversupply of 959§iéi§h§; the trained geriacriusian
£inds himself or herself a much sought-after commodity. Fellows
graduating from our program at UCLA teeeive dozens of 3ob offets,
and I am sure that this phenomenon is observed in other programs
as well With the need for geriatvicians to fxll positions on

univeréxty facultxes. HMOs and in long tetn care Instxtutions and

81
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community hospitals and clinics, the situation will continue for
years to come. As a result, we can expect to see more and higher
quality applicants for geriatric fellowship training.

We are also beginning €0 See iiore profesEional recognition for
the trained geriatrician: Beginning in 1988, the Aferican Board
of Internal Medicine will spoiser an examination Eot "Added
Qualification® in Geriatric Medicine. Similarly,; the American
Board of Family Practice will offer special recagnition.
Increased recognition and prestige is thus accompanying the need

for trained geriatricians.

Supporting the developmént of geriatrics in the way I have
described Means a commitment of monetary resources to sustain the
sizable effort needed. Funding has been | ransient, and uncer=
tainty centinues to plague long Eerm development plans. We have
the framework in place; and a major commitment of Funds will have
a pronounced positive impagt on the care of our nation's elderly
and the cost of such care. [ believe we are at a hiStoric moment
in the field of geriatrics because of the climate of interest and
readiness to ;.wticipate in the clinical and research communi-

ties. There i> .ne need and opportunity to make a national
impact through geriatric training to facilitate adequate main-
streaming of geriatric expertise into general training and to

promote research.
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MEDICAL ScHooLs 124 x 3.0 372
TEACHING HosPITArs

INTERNAL MepiciNe ALoNe 328 x 2:0 656
1,5 345

FAMILY PRACTICE ALONE 230 x 1,5 345
BoTH 128 x 2.5 320

TOTAL . o 163
CorrECTION FOR UNIVERSITY Hosps: =20
Ner 1603

,l' - i .

MEDICAL ScHooLs 124 x 3.0 372
TeAcHiNG HosPiTALs 517

ToTAL 889
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ThBLE 2

20

ESTIMATES OF MANPOWER NEEDS FOR GERIATRIC CARE

Recipient-Based Data

1. Numbar of persons in pertinent wge groups. (65+ or
St sélacted dstes (1977, 1990, 2010, 2030)

2, Average asnusl rate of utilizarion of services of
cars providers (visits per yesr per parson)

3. Productivity of health care providers (visits per
per provider FIE)

4. TFactor for improved care

Nutber needed (in F1B) =3%2 x4
(Based on The Future Need for Geriatrics Manpower in

the United States, Kane. R.L., Solomon, D.H., Beck,
J.C., Keeler, E, and Kane, R.A.; NEJM, June; 1980)
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TABLE 3
*_R:SEARCH MANPOWFR NEEDS

ACADEMIC GERIATRICIANS 900-1600 FTE
AcADEMIC GEROPSYCHIATRISTS - 450 FIE
ToTAL 1350-2050 FTE

ResearcH GEnIaTRICTIANS FIE @ 25% 325-512 FIE
+1 DocToraL-LEVeL. RESEARCHE ——
B EsIATRIE FKCSET$ ER 1350-2050 FTE
GERIATRIC PHYSICIAN SCIENTISTS 250 FTE

(SOURCE PHYSICIKN Maneower_NeeDs IN GERIATRICS
RGJEC Ns AND_ RECOMBEﬁDATlONS Kegi Las
FCK, ., SoLoMoN. D.H., Marc 1981}
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TABLE 4

ke L

FACULTY MEMBERS SHOULD BE PERPARED FOR TEACHING RND RESEARCH

AND_GERONTOLOGY; THE FOLLOWING MINIMUM TARGETS

FOR THE_YEARS 1990 AND 2000, FOR WELL-PREPARED FACULTY MEMBERS
WrUSE PRIMARY COMMITMENTS ARE IN GERIATRICS AND GERCNTOLOGY

SHOULD BE CONSIDERED:

1990
Mep1caL Scuog;§-PHy31chNS 600
MeprcaL ScHooLs-OTHe« FAcuLTy 600
NursING ScHooLs 750
DenTAL ScHooLs 80
Soc1AL Work Sc s 300
OPTOMETRY_SCHoOLS 80
PHARMACY ScHooLs 150
CLINICAL PsYCHOLOGY PROGRAMS 156

450

(Sourcg: REPORT,ON EDUCATION AND. TgAINING IN. GERIATRICS

AND GERONTOLOGY,

ANSTITUTE
EBRUARY,

_ADMINISTRATIVE DOCUMENT
igsﬁslus, EPT., OF HEALTH AND

NaTI
Aluman

87
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NOABER ARD CHAIGE 14 R OF PROGRAS:
07080 s, 55
(current retarns co “ared to ane
nedlcal schuols on. “epartnents
n 9755

Spursaria Depts: Internal FumllY OPsyehlaty  Total
Medlclne  Proctlce
68 = GEH Gel)

huter of clinleal ) )
programs {n 1983-84: 01 31 k7 169

hnter of clinkeal . )
progrons 1n 1973-80: 50 19 15 Bl

* 13 of the 142 prograns were co-sponsored but are cownted mily once
nostly os Invinf Hedicne) thus; th lover mnber of Eunlly proc-
tice programs (.1} than sponsoring departments (37),

“Saunces Etarion i e CLivical Yeurss DeLUSIon 036, kL, <
Roaalus;RéSa; Socomon; D, anp EECKJ J;% RRAL V*YELL' %

AUGUST; 1985)
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TABLE 6 25
Ru!.daucy Training ia Ceriatrice
Yéaz Souice .. Baca , )
77-78 4 © LCOM tdancified 20,62 753 Intersal Medicize and

Familly Practice (no breal:down) Programs .that required
to:n:tonl in iiiiiEiIEi ’

- 35 of 92 medical achools and ipactcutions raporced.

79-80 .
44 griﬂua:h prograns, one-third of which were required
4784 [ see Cable below

Tasix L. BLOCK TYPE ROTATION IN GERIATRICS . .- . - -
* —— #efars €0 30 of 37
established academic

. mediclne - L. Lo
Tou! uaits offeriag Block : . T u't 8 ia geriarric
e 'cine identified
- Mandatory . .,,.,J,uw#)ﬁ,‘ ] . . 88 of Apeld, 1984
3 [
-90%- 1
0-13% 3
. 20-30% s
_10%_ I
Eleciive 827%)
(Qusvendly elaciieg)
4 residents )
2 residems 3
. : resident - Jl
L . ok - '«us;

a mel,\ saedicius (30 unlis reponiag)
_ Muﬂhmuodmhl.laol) "

«IJS)
' j.
- apw
. 4(13%]
I'i’
] R B |
. . 3 1
. 2 :
C. el medlicine, mmm et
: Total uals oflering masduiary biock 1%y

e -UCLL. 1mmn. .L.uu..n.. orm:!:z:mm;m.)
e UCLA-in preparation :

= Calkins ( MY, doads Hopl). K

¢ YOH Aging and Hedieal Rduoation ltgogﬁ,,,ﬂ;L

]
b 4

NASIHH (National. Survay-of Int-rnnl H-dtctn- ulnpbv-r) .
Pennington (M. Y. Stiate J. Hed,) .

Mnoanow .
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1980-61
131-82
182-63
1364-85
1985-86
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(GRADUATES) -

U  (GRapuaTES)
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(AﬂA,thEb'T,ANB,t§~§EAST
ONE DAYS DURATION

Year Source

1975-77  (PeNniNGToK . . 5
37 (Reyuigeron J. Mep) - 38
198 (WeLh) it
1985 ¢UckA) 45
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UNIVERSITY OF CALIFORNIA, LOS ANGELES UCLA
HEMAELEY « DAVIS + IRVINE + LOVANGELRS » RIVERNIDE VAN DIEGO VAN FRANCIM O NA,\;A BARBARA * AANTA CRUZ
S o'zié@»iﬁé&r}iéﬁéﬁi:i&é

- - - MULTICAMPUS DIVISION O CSI‘MTMCMED[C[NE
July 22, 1986 10873 LE CONTE, (CHS)
LOSANCELES CAUF()RNIAW

(212) 8258258

Honorable Charles E. Grasaley

United States Senator -

Chairman Suboommittee .on lgIng,
Committee on Labor and Human Resources
Washington; D.C.,; 20510

Dear Chuck:

My apologies for not having responded to your letter of June 27; 1986
but it only reached my office on July 10th. At the time I was avay
tpom Loa Angeles adviaing the government of Albertu, Cunndu on its

P
porsonnel/manpower problems.
I ahnll ;aa;;;; the queationa which ncoompnnied your letter in the
following pnrugrnpha.

1 mmnmwm;wmmn,,,,
W,HWHMMm, Dues this matdvity =

faculty
ain our care ioians and that we xill have In due gourse
fhe pumbers of adecuatélv frained teachinx geriatricians that ¥e need?

There 13 no L‘eati.on that there 13 a reaponae by the,medioul téaining
ayatem but as one looks at it in perspeoti.- (aa my testimony points
out) this response has been slow in coming and is falling far ahort of

the manpower/personnel_needs ror.this nation.  _To dramatize this, ny
testimonY revealed that only a verY small Proportion of the over
16,000 g r~aduates of U.S. medioal sochools received a neuningtul
experienoe in the oare of the slderly. (The number ranges from 2.3
percunt %o 3.2 percent on the basis of the national data t-3IJable.)
At _the _level AT oore training Oof Interniats And fapily phyvsicians the
situation_is €qually deaperate. _Of the 442 residenoy prograx: in
internal medicine and the 380 programs 1n tamily praotioce there would

app:ar to be on the basis of 1985 data, no more than 40 experiences

exist ot whioh h3 peroent uore mundatory. IE tae teilowaEIp training

in gerialrios 1n nODtrlat to, for_ exumple, 178 in_ pulnonqny g;ggapg,”
193 1n gastroenterology and 249 1in ogrdiology. In faot, no more than

and geropayohiatry in this pation and t%e.demand Tor these perasconnel
is naaricz a national arisis. At the continuing mediocal educational _
leval we believe that for 1984 and 1985 combined no more than 8,000 of
the approximately 450,000 praotioing physioians in *hia oountry has
substantial CME experienoea. By substantial we mean that physioians
attended at least one day of CME. Our estimate of 8,000 we consider

t{0o be a generous one.
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Honorable ChHArles E, Graasiey

July 22; 1986

Page 2

2. I no%, wby not and what further atepa need Lo be tmken?
The reasona for less than an 1deal response has multio.- o
but perhaps the most major of these 15 the ab:-fcu, bationaily, of
adequate numbers of f1i.7 qualified faoulty cauable_of taking tup the
education and trair'r.. ‘na,onabilities, My teatiuony also Pofinted oat
that in _the upward rl I1siov 7 Our manpower needs we now_estimate that
20,000 Future Tixs &, .valeata (FTE’S) would be needed by the year
2000. Of this ‘.20 _would be_ geriatriciana and about 13,000
(FTE) internist “-vily phyaioians who _are _well traiiied In._
garliatric ®medic’-s, put not oonaidered to be geriatriclans, If eash
of this latter group devotes Kalf of their time to pructice with the
elderly we are really faoing the development of educaiional and ,
training programas for about 26,000 ipternists and Tamily phyaicians to
develop above average expertise in dealing with older persons, The.
raculty requirement. to. bring thia about in the oore residency training
programs I believe .. be approaching a crisis state in this nation.

The steps which need to be taken are orce miora multiple; but perhaps
the moat oritical 1s the development of adequate numbers of Cencers in
this nation who oould begin to produce faculty in large numbera to be
distributed to _thé &ites where they are needed., This is clearly an__
early and firat step and vhen these Taculfy are produoed and in place
the resources neoceasary to support them_in their educational and
training aotivities direoted at both the undergraduate, the_core
training In Internal medioine and family praotice, and in continuing
medioal education wo 1d take place.. The reasons for inadequate
numbers of sites oapable of developing.new faoulty being present in
this nation is clearly a resource_problem, although. there. are_other
influences whick bear upon 1t, There are inadequate; atable runding
mechanistna which can permit the development of adequate numbera of
sitea capable of developing new faculty.

fime. How do you subport your faculty pow?
We have been involved In the developmait .of training faculty for the

nation’s mediocal achools singce 1976-79. Our. own faoulty at the moment
have been supported from a variety of relatively stable as. well. as
highly ubatable aources as have our fellowships stipends. The fasalfy
support has comé. Ehrough the Veterans Administration, the UCLA School
of Medicipe, National InstIitute of Aging special awards to faoulty,
both senior and junior, and from private foundation support. 7T-e
sources as you can see range from reasonably stablé to sources - ich
are of short duration and highly unstable.
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Honorasle Charles E. Grassley
July 22, 1986
Page 3

Ho¥ many fellows Are ¥eu :rali.ug Row?
With ths suppuit wl the Vetr=ans Adbinistration, private Poundatios,

and _UCLA Medios: fv:ilki I'l-'d3, we have a stéady staie of between __
twelve _and _sixtech felluws:_!n_training. _The training _proBram 1is of
two_and_three years duration reaspeotively. In addition we have had
from one to threa mid~ca: ser faculty who in a period of a year have
re4ireoted their aotivities into geriatrio medicine. - Their funding

tis come_from foundation souroes and from their own inatitutional .
a1tos, Oupr souroes of fellowship stipends are again highly unstable,
Foundations have not been willing to stay in this activity for longer
than three to five years; the oonatraints or advanoed trainees in
internal medicine through-the traditional- funding-sources. are a
conatant threat; and finally even the atability of the Veterans ___ __
Adpinistration tundingghag been in question on several oocasions since
we ztarted our programs.

B, mmmmuum;mmmummnmunum
#hich would ba provided by the Drogram comtemplated by this bilX?

Aa I have imp;‘ad elaewhere 1n reaponaa to your queationa the aLpport
of taoulty and fellowship stipends 1is highly unstabdle. In a period

the present number ol _medioal. aoBool faoulty, it _ia exoeedingly ____
git'ficult for deans of_schocls of medioine to maintuin their present
support of geriatrio_faoculty, muoh less 1npreaae the numher, Our
training oapacities with the number of faoulty we have -at hand in the
UCLA family (whioch includes our VA Medical Center aites) I3 at maximum
oapacity. Were wé to lose Taoulty, through the present instability in
rufding some of them, we would have to cut haok on our training
oapaoity. The legislation proposed would faoilitate inoreasing our
training oapacitiea at all levels of the mediocal eduoation continuunm
and partioularly at the oore. training Ievel In internal medioine and
ramily praotice, the Tellowship level and in oontinuing mediocal
eduocation.

I am delighted with the opportunity to be able to respond to your

queationa and would he happy to elahorate further on them.

John C BeoE, H;D;,,,
Professor of Medicine
Directer, Multicampus Diviaion
of Grriatric Medicine

94
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~.Senator MATSUNAGA. Thank you very much, Dr. Beck and Dr.

er. [ - L - R
__Do you believe that the private sector cannot do what the Gov-
ernment is now proposing to do? S
. Dr. THIER. I think not. I think the activities that have been ai-
tempted by the private sector, which I laud, are activities such as
those of the Hartford Foundation, which fiinded a very small
number of people at midcareer.

__What is needed is a mechanism of supgiort which provides the op-
portunity for individuals who are coming out of their training to

have_protected time to_develop a research and academic career
which would put them in the mainstream. They must be able to
work along with their colleagues and to develop a relationship that
makes academic geriatrics a key part of an ongoing broader aca-
demic program. . = . .~~~ T ® o
. I do not think that the foundations, at. least the ones that have
“een involved thus far, can deal with the nurabers of individuals
that we are talking about. They czn play a very important role in
Silling in gaps where there are aspects of programs which. could be
facilitated by private sources of support. At our recent JOM meet-
ing we had the foundations—Hartford, Dana and others—involved
50 that they would have a sense of where they might get the great-
est leverage for their support. But the problem is a much, much
broader one than that; and I fear that telling ourselves that it can
be taken care of without Government participation is going to
create the same mistake we have made for the last decade.

Senator MATSUNAGA. Dr. Beck? = - B
_Dr. Beck. I would like to add to Dr. Thier’s remarks. I have had
part of my career in the foundation world, and there really only

have been three foundations. in this nation which have shown sub-

stantial interest in the problem we are discussing today. One was

Henry J. Kaiser Family Foundation in Palo Alto which initially; in
terms of stimulating the development of geriatric medicine, funded
a _very limited number of programs with the clearcut, typical foun-
dation strategy of saying; We want to do this to point out to the
whole nation that this needs to be done, ard funds have to come
from elsewhere, since we are not committing our funds forever.
_ Subsequently to that, Hartford Foundation; as you have heard,
has developed & modest program in support of midcareer training,
and more recently the Brookdale Foundation out of New York has
developed again a very modest program..
. The numbers of facilities produced through these mechanisms
are far short of what is needed to_meet the national need. o

Senator MaTsuNaga. Considering the fact that. there is a defi-
nitely growing population of the aged, and as I understand it today
in America, 200 every week celebrate their 100th birthday—I was
amazed to learn about that—and realizing that this population will
continue to increase—in 1900 it was just 2 percent; today it is 11
percent—and in the beginning of the next century, it will be 22
percent—1 would think that the medical schools themselves would
require those who are learning to become doctors to take courses in
geriatrics and gerontology. S -

Are the medical schools doing anyth'mg in this regard?

A

95
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__Dr. Beck. The medical schools, sir, are doing all that they can.
They are in a period—and Dr: Thier can respond as well—of major
fiscal constraint, as faces many other 1areas within our society.
Their major limitation in a response is the abseace of trained facul-
ty to teach geriatric medicine and geropsychiairy. We cannot
expect our medical schools to begin to educate our medical students

and house staff until we have got bodies around who can do it: And
the nation has not got them.

Dr. THiEk: I think that is the real message about the earlier com-

ments related to the presence of increasing amounts of geriatrics in

the curriculum: In essence, what you have is a geriatric curricu-
lum, taught by talented amateurs. And that will never achieve the
kind of sticking power and kind of attention that is required until
it has the kind of faculty that can also be part of a collegial group
and. hold their own on the basis of the quality of what they
produce; in scholarly terms s well as teaching terms:

Dr. Beck. I support that completely. =~ = =
_ Senator MaTSuNaGa: As the years go by; more and more I begin
to believe in what yousay. =~ =

Dr: Taier. We hope you will have a long time to do t} &

Senator MATSUNAGA. Well, thank you very much.

Dr: Tmier. Thank you._ -

_Senator MATSUNAGA. Our next panel of witnesses consists of Dr.

Gregory Pawlson, representing the American Geriatric Society, and
Associate Cheirman; Department of Health Care Sciences, George
Washington University and Ms. Ina Guzman, who i8 a consiltant

with a major interest in private support for geriatric education:
I will be happy :» hear from you.

Dr. Pawlson, ; ‘ease proceed

STATEMENT OF DR. L. GREGORY PAWLSON; REPRESENTING
AMERICAN GERIATRIC SOCIETY, AND ASSOCIATE CHAIRMAN,
DEPARTMENT OF HEA™ ™M CARE SCIENCES, GEORGE WASHING-
TON_UNIVERSITY; AND INA GUZMAN; CONSULTANT WITH
MAJOR INTEREST IN PRI7VATE SUPPORT FOR GERIATRIC EDU-
CATION ;

__Dr. PAwLsuN. Thank you very much. I will also try to highlight

some of the areas in my written revort. =~ =~ = o

__First of all, we feel that the care of the frail elderly can be im-

proved in terms of function and perhaps even survival with little

or no increase; or in some cases an actual reduction; in the overall
costs of health care through the application of some of the princi-

ples of geriatric medicine. I think that is a very important factor in
toriom -7 ing o produce training in geriatric medicine. =0

T - heen studies in the hospital environment, both in the
.bilitative phase of hospitalization, and in the outpa-

e . ,", . x liltative
€@ e touks in office practice and in home care; which support
my . @i . ) S

. These are not high technology, costly interventions that we are
talking about, but rather, if znough teachers were available in geri-
atric medicine, they are thinge that most physicians in training
could learn. . 9E
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_ Second, we feel that putting a limited amount of funding—and
we understand the limitations of its availability—into the creation

of faculty in geriatric medicine; would be the most efficacious in-
vestment of Federal dollars and could have a major impact on
training of individuals throughout the country:

By doing this, I think we would create a cascade effect, s that
by funding a few individuals at the faculty level, you could supply

some direct teaching of residents and students. In addition faculty
oversee fellowship programs which in turn produce more faculty
for the academic centers, as well as physicians who will go out into
practice and be the consultants in hospitals and outpatient envi-
ronments across the country. Thus you can have & very significant

effect on training in many different areas throughout the country
with a relatively small investment. - S
Finally, there are a couple of things that I would like to point
out in terms of why, and your previous question was a very timely

one, in terms of why this isn’t going to happen on its own. )
1 think there are a number of things about geriatric medicine
that are going to prevent itg’ developing in as timely a manner as
we would hope it would. S . R
First of all; geriatrics has emerged in the wiong time and in the
wrong place. It has emerged during a period of rather painful but
necessary restraints on health care expenditures. Tuition dollars;
research dollars, and clinical ,income,dgllars in academic medical
centers are very different in terms of their rate of increase than
they were in 1960. @ . . )
__Second, geriatric medicine is a very time-intensive kind of prac-
tice. There are no big ticket procedures that we can do to earn
$5,000 in an hour and thereby be able to subsidize our edicational
ac%\;jties at other times.
1

d, geriatric education includes the use of sites sich as nurs-

ing homes and outpatient practice, which have no provision for re-
imbursing trainees as does the hospital. The hospital is still a
major source of funding for both faculty and especially for fellow-
ship programs in areas other than geriatric medicine. A recent
report by a group looking at funding of fellowship programs in in-

ternal medicine showed that geriatrics had one of the smallest pro-
portions of funding from hospital sources as compared to other fel-
lowship training areas. _

- 1 think that despite the fact that we are trying to produce short-
er stays and better care for the elderly through geriatric. medicine,
we are still going to be losers in the eyes of many hospitals since
we take care of more complex patients who are going to ‘have a
longer length of stay regardless of how well we try to provide their
care. - - - o -
__1 would submit that hospital directors might be seen as rather
poor financial managers if they were to shift resources to programs
like geriatric medicine which not only .cannot provide ‘enotgh
money to keep themselves going, but also bring in frail elderly pa-
tients, which hospital directors may see as revenue losers under
the prospective payment system. = o

I would like to close with a clinical vignette; if I niight. This is a

patient that Iaiiust happened to see this morning—being a local; I
made my usual rounds this morning before coming here this after-

. N Bt
64=173 0 = 86 = & 97
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noon. I asked this patient for her permission to use her name and
case in talking with you. o I
Her name is Gladys Lack, and she is an 87-year-old lady who

spent her life counseling disadvantaged youth. She was diagnosed

as having breast cancer about 8 years ago; and 1 year ago suffered

the onset of very severe acute back pain, which was diagnosed as a

metastatic lesion of her breast cancer. She took to her bed; she
became very depressed; she stopped eating and was really looking

for possible hospice care when we first saw her. _ - .
I went back and looked through the records for evidence that
this was metastatic cancer—recognizing that many elderly people
have vertebral collapse of the spinal column from osteoporosis or
bone-softening. Indeed, as it turned out, her problem with eating

was due to an esophageal stricture which was benign and could be
corrected; and she did not have metastatic breast cancer but a ver-

tebral compression fracture from osteoporosis. She is no longer de-
pressed and has started seeing some of her former clients again.

- 1 think that the case illustrates the kind of thing that we are
talking about. It is not high-tech. It did not take a $10,000 interven-
tion, but it produced a patient who is much better off at a relative-

ly low cost to the health care system:
Thankyou. . o
Senator MaTsuNaGa: Thank you, Doctor.
_ [The prepared statement of Dr. Pawlson and responses to ques-
tions submitted by Senator Grassley follow:]



O

ERIC

Aruitoxt provided by Eic:

95

STATEMERT
OF WE

~MEFICmt) SERIATRICS SOCIETY

TEATE LL“HITTEE UMt LeEQR wND HOMAN RESOORCES

SUBCOMMI T TEE ON AGING

JOlE Ln. (%50

P Sl AN mBD TERGERT O Sl LUBCOMM I TTEE

.F.H. an internist and geriatrician

s awisaon el

argd Head oF the ilonter ser Ag9ina Zwudies and Services at Georae

WSEnINAton untversity. 1 am here tcocdav representing the American

1atrics Society in whicn i serve on the Executive Board and as

Cr2irmadn 3¢ the Fublic Folicv Committee. The American Geriatrics

memoers. larqely phyvsicians, from a

SoCiet s nas aeroamactelv 5,0

caciaty 3f dizielinez 1nclisding 1nternal medicine., familv practice and
pPs.Chitati.. Gur primary Qoal 1s fo i1mprove the care of the elderly

chrouan research, education and i1nrovation in clinical practice. Our

menbership represents the full spectrum of geriatric medicine from
2rlesie Practioners p%bvxoan primarv care to the elderly, through

tesa«rchers 1nvoived i1n pasic science and clinical investigation of the

~—i31cwases Shat afflict so manv of our senior citizens.

Buildina on the testimons vou have already heard concerning the
ci1ans rrained 1n aszriatric medicaine, 1 would liké to

resd for more PR

focus on tnree additional pointes.
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1. A growing number of studies 1ndicate that deri1atric assessment
and Management can result i1n better patient care at the same or aven

2. The Prcovision of fundina at ithe level of facultv and felloweship
¢dLzeztion nas a multiplier effect that will sianificantly eupand the
inpact Of the 1nvestment of federal tunds.

;; ;ccéﬂéé 6% current éUndlng and reimbursement pa§CErns.
qéé;;t:)é Faué$€16H 15 unlilel> to expand without srecific 1ntervention

bs tne Conaress.

feriateric assessment and management are hey elements 1n the care
o% r;deriy persons with mulfipie dxseases and psycnosocial proﬁiems.
While the Procedures involved are somewhat time 1ntensive, they do not
requlre einPensive new éééhnéiégieé; invééfigafién% 6; the éééééfiVéﬁéEE
0f geriatric assessment have shown Promising results in both the

hospital and outpatient setting. Studies of the acute phase o

y persons in Great Britain, as well as

hospitalization of frail elder
studies done by our group at Beorge Washinaton. 1ndicate that care by
pﬁysxcians wiéh gerxafric fraxning resulfs in a shoréer lengch of stay
with the same or better outcomes. In the rehabilitative phase of
hBEbZEEi care, a Etﬁay aaﬁé at a veterans éamiﬁiééféfiah E%éiiisféa

status,morale and survivai with fewer hospital readmissions, nursing
home days and iower overall costs when care was Provided 1n the
geriatric assessment unit.

In tH& Gutpatisnt Setting, preliminary rEsUlts from & project
done at the University of North Carolina indicate that geriatric

assessment and management of frail elderly persons in the outPatient

b LA
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settina can result i1n enhanced function. reduced use of nursing nomes,
fewe hospital admissions and lower over all expenditure for health

-2, Other data i 5m the lome Medical Service at Eoston U;iversxty

o
P

suqaest that nome care provided by geriatrifiins Ean reduce the number

uf Husuxtalxiafian reauired by the frail elderiy. These studies and
otners which 10 the interests of time [ will not review. indicate the
p2sSiBIli€r Ehat thiroudn Gducabion and training of physicians, in all
fields that relate to the Cara of tne eiderly, we can i1mprove the care
£f the wider!. without adding ;xé;if;;én§ly to the éikEEBQ high cost of
he ltn care. éu:ﬁ Training will nol occur without a ;iégi#iéénf

1N the number of phvsicians available to teach geriatrics.

I would 1ike to turn nNow to a consideration of how we might expand

training anc wducation in geriatric medicine with in the most cost-
eFiaEtive manner. First it is ciear that the field of geriatric
ﬁéax;i;; will evolve, not as a seperate §pééi§ii€9 as it E;; i; éreat
Britain. but as a area of special focus within EXiSting specialities,
énécxiicaliy internal medicine, family pr ‘ctice and ;Eééibiy
psvchiatry., Indeed. the American Boards 6% Internal Medicine and of
#amxiy ;réEiiEE have stated their intent to ;iv; cerfiiying exams in
geristric medicine hy the spiring of 1988. By remaining within the
mainetream of these and other ;;é;i;liéies. geriafrié medicine can have
an maior impact on th& training of most of the physicians who care for
the vast majority of elderly persons. This positioning of geriatric
meaiciné within Internal Medicine, Eamiiy E;SEE;E; ;na otﬁer
specialties reauires a broad appiroach to the funding of geriatric
training,

As vou have heard the major factor limiting E;éiaigé_i; geriatric
medicine 1s the lack of & sufficient number of qualified faculty to act

4S teachers and role-models. This lack of a suffient number of #3CGIfy
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£ whicn sProvide

to the emall nu ning proar

facuelt, 1n geriatric medicire and 1nCreasinadly limitea support for new

school facuity. Froviding reitativly limited funding for

—

nedica
incre2s1ng  the number of faculty witn enpertise 1n gertatrics can a
nave & sigrificant 1mPact =n the trainind of a large number of

PRve1Cc1ans. &3pec1ally 1f 3uch fsundiny 1S tied to the expansion of

f2llowshiP tra1ring proarams. The tir:t etep. 1n what could be called

the multiplier «Ffelt, 18 that a relativelv mpdest number of faculte
a0 Pre.1dz the eupertise ano divesticn tOr the tralnini of geriatriz
fellows. Geriatric fellows are physicians who have finished their bpasic
saac1dency éraxnlnq 1n thelr sPecrality {xeid. Eucﬁ as i1nternal medicine
or family practice. and who destre edvanced training in geriatric
madlcine wncﬁxn that EDeCléilty fieid; when their training 1s
complrated most fellows assume maJjor teaching roles. However even while
in training. fellows play a significant role in the eaducation o+

residents. interns and medical students. New faculty and fellows also
provide a verw crucial source of fresh 1deas and manPower tor the
researcﬁ wﬁxcn may some dav remove tﬁn diseasces éhat cause So much
zuffering far our elders. This cascade o~ multiplier effect of a small
nimber 5% new faculty is thes reason why investing 1n a proaram that is

aimed at the faculty level may prove to be the most eifective means of
e:Pandin3 geriatric educaticn and. more imPortantly. 1mprovind the care
of the elderiy.

My final Point 1S uirected at the question which 1s Perhaps most
1mportant to mémbers 6% Eéngrééé& ﬁhv éé we need ;é&erai aﬁiiaré and

iegqis=lation to increase education 1n Jeriatric medicine* I would like

to affer the following reasons in support of our need for vour

interventian:
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1. Geriatrics has had tne misfortune to emerde dlring a period of
tncreasing Iimits on income i1n academic medical centers. These limits
1ave been noted in all tnree of the majlor gourceés 6f income for

scadenic medical Zenters-tuwation  researcr and patient care. Medical

school tuition has reached 1=vé15 in S0me institutions, such as my own,

S over $20,000 per vear. At this level. further fuitlon incréases to
fund new Prosrams ig Eimaéé untnirbable. Funding for rescarch. after a
Period of repid incrcase in the oo's 1s declining in réii collar terms.
;xnaiI;; As=tessary. but s+11l painful =fforts to control health care

“.Penditares, have reduced the acsailability o+ vlinical income that

Mmight have been used to nross-subsidize tae development of geriatric
medicine.

I. Geriatric medicine iz & verv fime intensive enoévoiir witH 1o
Hlaﬁly reimbursed I;r'iigh' tech' mrocedures. Further., efforts to limit

Madicare expend:tures have had a disproportionaté sifect on the
practice of geriatric medicine. While other ﬁﬁysiéxaag ;éy ;;Q; ;Hifted
some of the rising costs of pragticé Giring the Medicare frecze oy
raising fees for non-Medicare patients such shiftina is impossibie wheri
Your practice 15, Dy design. all elderly patients. In addition. since
most patients cared for Ey academic qeriatricians are éikééay burdened
by povarty G very high medical care costs, it 1s uszual to accept

Medicare assianment. Taken togetheér tHesé Factoré insure that income

from clinical practice 1s not sufficient to subs:id education.

T. Lespite the erhanced effiCikrcy and effectivensss noted in the
studies which I cited ;;;liéﬁ, the care of #rail eiderly Persons, which
is the Basis of clifical aeriatrics, is seen by hospitais as a revenue
loser under the Euf;eaé ;y;éem of Hedxcare rexmﬁﬁrééMéHfl Hospital
révenies account for a substantial proportion of the funding for

faculty and fellowship salaries i &r8as Sther than §eriatric medicins.



Data from the annual survey o+ Internai Medicine manpower indicates
that déri1atriz medicine fellowshiPs derive & Substantlaliy ;;;iié;
share of their supsort from ncsPitals than ather Internal Medicine

fellowships. Given fhe growing fears, and 1n some cases the reality of

pusiness judgement 1f fUNGE were Clverted from a revenue enhancing

Srogram Such &= ~ardlac surgery £ralning to & geriatrics Program. Mot
oni. do Eroarams 1n geriatric megizine Attract patients who are likely
r3 have ianqer tﬁ;n average éia}s 1ﬁ é;é RS;;;EAI Eﬂé as we noted
before the arcarsns tmemseives are not l:kely to be self-suffient e

clinical 1rncome.

fal@n togerher the Preceoding ractors mave 1t very unlikely that

be forthcoming unless there 1z action ﬁy Conaress. 1 would like to
thani. veu for this opportunity to spealk berfore vou and would be pleased

to respond tg YOur AUestilons.

<
v
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THE . .._
GEORGE_— __.
WASHINGTON
UNIVERSITY ...
MEDICAL CENTER

1229 25th Street, N.W. | Washington, D.C. 20037/ (202) 676.4731

Disision of Geriatric Medicine

July 10; 1986

The Honorable Charles E. Grassley
Chairman, Subcommittee on_Aging. _ .. _.
Committee on Labor and Human Resources

United States Senate o
Dirksen Senate Office Building, Rm. 428

Washington, D.C. 20510

ATIN: Penny Bogas

Dear Semator Grassley:

__ __1.am very pleased t6 respond to the question which you submitted
to_me_concerning fiy. testimony at the June-26 hearing on "Geriatric
and Gerontological Education and Training". The question which
You posed was, "Explain.to.me in Somewhat more concrete terms
how improved geriatric training would help physicians make more
cost-effective decisions about the care 0f the elderly".

. Rs you have noted: evidence from several studies cited in

my written statement show that physicians osing geriatri¢ assessment
techniques can reduce the overall_costs and_improve outcofes. in

the care of the frail elderly in a variety of settings. Settings
included acute hospital care, rehabilitation hospital.care; home.
care and office space care. While the reasons for the lower costs
and better outcomes have not been studied in detail; the following
factors would appear to be important:

1) A caréful geriatric assessment can uncover problems and_diseases
that are. reversible, often with relatively simple, inexpensive
interventions.

2) Geriatric assessment focuses on functional status, as well
as disease diagnosis. Thoroigh knowledge of- a patient's
function allows services to be matched closely with needs.

3) Close linkage of medical assessment by the physician with
social and nursing assessment, which 15 the hallmark of geriatric
care, allows coordinated planning of care. THis coordinated
planning is something which does not always occur when separate
social agencies, nursing agencies, physicians and hospitals
are irvolved in the care.

L
‘*—4‘: .
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4) Geriatric assessment frequently includes family and friends
of the patient in the process. This inclusion often increases
the understanding of the family or friends about the-problems
of the older individual and often enhances their willingness
to participate in the care.

g) Physicians are. often the only professionals who follow the
patient. through all care settings (home _care; hospital care,
or nursing_home care). _ Therefore; physicians with_a_good
working_knowledge of _ the_ treatment_options_available for_
the_elderly_in_each of these settings can_help ensure the
efficient and effective use of each setting.

6) Physicians with a knowledge of geriatric medicine can provide
the elderly patient who may require major diagnostic or therapeutic
r jons with a balanced and knowledgeable assessment
of both the benefits and the risks of such interventions.
For example,-a number-of studies done by-geriatricians have
shown that-discontinuing certain medications in older persons
can-not only-save the.cost of the.drug but reduce the level
of functional ﬂiiiBthy in cértain instances.

It is our strong belief that the_ knnw]edge and skills which__
can_ help_ensure _cost-effective care for_the_elderly_can be. 1mparted
through_improved_geriatric_training. _As_noted; it_is_our_hope _ __
that such_training would extend through the development of geriatric
faculty and fellowships at _medical centers to the training of
all physicians who participate in the care of the elderTy.

—  Services, George Hashington University .
Executive board, American Geriatrics Society

LGP/de
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Senator MATSUNAGA. Ms. Guzman,
Ms. Guzman. Thank you; Mr. Chairman.

__I too have submitted longer testimony and would like that writ-
ten testimony entered for the record: -

Senator MaTsun:.Ga. That will appear in the record:

Ms. GuzMAN. Thank you. o
-1 am very pleased to have the opportunity to speak before this
Senate Subcommittee on ,Agini. Having formerly served as the di-
rector. of the Aging and Health Program at the John A. Hartford
Foundation in New York City, I am currently working as a consult-
ant with many of the national foundations to ‘help design their
grants_programs addressing the needs of the elderly and to coordi-
nate efforts among foundations that share common interests in the
area of aging. One of these common areas of interest and concern
among ,fcji,ihfa

tions is the development of training opportunities for
physicians in geriatric medicine. i
_1 wish to share with you today my experiences gained in develop-
ing and administering the Hartford Geriatric Facultﬁ_y Development
Awards program as well as my perspective gleaned from discussion
with other foundations as they consider ways to address the need
for physician training in geriatrics. [

e Hartford Geriatric Faculty Development Awards rograim
was established by the Hartford ‘oundation in 1983 to help medi-

cal schools strengthen geriatric training through faculty fellow-
ships. The vehicle selected by the Hartford Foundation to meet this

objective is to *rain academic physicians who have reached a senior
level of acadcimic rank and leadership in their medical schools and
can therefore, following a year of training; be instrumental in
building a research, clinical and educational program in geriatrics
at their respective medical schools. . ——

The key concept underlying the Hartford Program is one of mid-

career retraining. The program is intended to attract senior-level

academic physicians witk ing
ed to geriatrics; such as internal medicine and family practice; and
who have stated an intent to redirect their area of concentration to

1 backgrounds and training in areas relat-

the field of geriatric medicine: T S
Following a. year of retraining, these physicians are expectsd to
return to their respective medical schools committed to building
academic programs in geriatrics. el
__The goal of the Hartford Foundation program is to develop a
cadre of academically based physicians knowledgeable in the deliv-
ery of medical care to older persons, so that they, in turn can teach
and train others in the field of geriatrics, .
.To date, there have been 23 Faculty Development Awards grant-
ed, with approximately eight physicians trained per year: _
Experience with the Hartford Program to date ‘indicates that,
while this midcareer focus is an _important and _Necessary one, a

long-term solution to the problem of geriatric training requires

that these midcareer physicians have a critical mass of additional
physicians trained in geriatrics to assist and sup%iqrtﬁthé;mi in their
efforts to build and sustain -geriatric research, clinical, and teach-
ing programs at their home institutions. I
__1he proposed bill addresses this key issue of the multiple tiers of
physicians who need to be trained in geriatric medicine. Without a

1077
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critical mass of physicians at any one medical school; the sfforts of
a single trained physician are likely to be diffused as he or she at-
tempts to build a geriatrics program. ) . o
Thus, while the Hartford Foundation has chosen one vehicle,the
mid-career retraining, to begin to address this critical need for phy-
sician training in geriatrics, it is a short-term solution. One-person

teaching units are not viable for more than a short time. We know

_In addition to the Hartford Foundation, there are several other

foundations that are beginning to address the need for geriatric
training. The Brookdale Foundation in New York City recently
launched a national fellowship program designed to encourage in-
novative research in the aging field. The Brookdale Fellowship

Awards are targeted toward candidates, both M.D.s and Ph.D.s who
have reached a stage in their careers where they have demonstrat-
ed that they are capable of outstanding work, but need protected
time, freedom from their routine commitments to pursue their re-
search interests,. - - -
_ The Charles A. Dana Foundation in New York City is currently
developing a program to provide training opportunities in geriat-
rics. One aspect of this program will be aimed at training clinicat

investigators in the field of aging. A protutype project was recently
funded at Harvard and its clinical affiliates to create a researc
and training unit focused on the aging syndromes such as acute
confusional states and urinary incontinence. In addition to support-
ing research studies, this project will also train two.fellows in the
chmcal aspects of diagnosing and treating aging syndromes.
__The Dana Foundation also provides funds through the American
Federation for Aging Research to support 5 new investigator
awards each year and to support 12 awards each year for third-
and fourth-year medical students to participate in a 1-month clini-
cal rotation in geriatrics. o o . .
‘There are several other foundations as well that have acknowl-

edged the critical need to improve the training of physicians in ger-
iatrics. However, nio single foundation nor even a pooling of all of

these foundation resources can fill the gap in the numbers of physi-
cians who will need to be trained in order to care for the increasing

numbers of older patients in the population: The need for geriatric
training-—and consequent cost—far exceed the capacity of founda-
tions to respond. o . S S
__Foundation support in this area is critical in terms of stimulat-
ing pockets of research and training activity, whether it be through
the vehicle of the midcareer training sponsored by the Hartford
Foundation, or through the creation of research and training units
as sponsored by the Dana Foundation. o L ]

- However, these efforts must be encouraged to multiply and grow
at a much faster pace in order to meet the huge demand for physi-
cians who are knowledgeable and trained in geriatrics. =~~~
__The key element to expanding these training efforts is embodicd
in_ the proposed bill. The Geriatric Physicians Graduate Medical

Education Act of 1986 is intehded to train physicians who plan to
teach geriatric medicine.
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The Hartford Foundstion is currently the only foundation that
supports the training of faculty through its approach of midcareer
retraining:. However, the Hartford Program only produces a maxi-
mum of eight trained physicians per year. L

- The Brookdale and Dana Foundation programs provide fellow-
ship support for research and clinical pursuits in specific areas of
geriatricmedicine. =~ i

The proposed legislation represents an important step toward in-
suring that there will be adequate numbers of faculty to teach
others in the critical areas of geriatrics. The two avenues of sup-

port outlined in the bill; a 1-year retraining program for faculty in
departments of internal medicine, family medicine and psychiatry;

and a 2-year internal medicine or family medicine fellowship pro-
gram with emphasis in geriatrics, will move us much closer to che

desired goal of having a critical mass of faculty in any one institu-

tion capable of teaching and training others in the field of geriat-
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Ina G. Guzman

Testimony Re: Geriatric Physicians
Graduate Medical Education

Act of 1986 -

June 26, 1986

Mr. Chairman;, I am very pleased to have the opportunity

to speak before this Senate Subcommittee on ieing. Having
formerty served as the director of the tging and Health program
at the John A. Hartford Poundation in New York Ctty. I am
currently working as a consultant with many of the nationai
foundationsitorhelpideaign their grants programsraddressing
thé neédé of the élaerly and to coorainate efforté among .

One of these common areas of interest and concern among
foundations is the development of training opportunities for
physicians in geriatric medicire.

I wish to share with you today my experiences gained
in developing and administering the Hartford Geriatric

FacuIty DeveIopment Awards program as well as my perspective

gIeaned from discussion with other foundations as they consider
ways to address the need for phystcian training in geriatrics

You have alread" heard estimatea of the numbers of

physicians who must be trained in geriatrics. While it ts

difficult to pinpoint an exact estimate of need, it is clear
that we are still far short of the projections, This shortage
of physicians trained in geriatrics affects all aspects of

the health care system and its ability to meet the needs of

the elderly. Without more geriatricians, only limited progress
can be expected in eftorts: i)to improve training for medical

students and practicing physicians in the diagnosis and

treatment of older patients' i)to expand medical research on

aging-related problems; and iii)to improve health services
for the eIderIy.

v
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respond to this shortage by creating departments or divisions

of gieriatrics. Others have developéd fellowship training

programs for post-residency medical students. These efforts

have, in iarge part, been frﬁstrated by a lack of fully
trained academic geriatricians to staff the programs and by
the severe economic crisis affecting most teaching hospitals.;

The Hartford Geriatric Faculty Development Awards program

was established by the Hartlford Foundation in 1983 to heip

medical schools strengthen geriatric training through fncnlty

fellowships. The vehicle selected by the Hartford Poundation

to meet this objective is to train academic physicians who
have reached a senior level of academic rank and leadership
in their medical schools and can therefore, following a year
of training, be instrumentai in building a8 research, clinical,
and educational program in geriatrics at their respective
medical schools. The key concept underlying the Hartford

program is one of mid-career training., The program is intended

to attract senior level academic physicians with bvackgrounds
and training in areas related to geriatrics,such as internal

medicine and family practice, and who have stated.an intent

to redirect their area of concentration to the field of
geriatric medicine.

Following a year ofrgraining at one of four training )
sitesn Harvard Medical School, Johns Hopkins School of Medicine,
Mt. Sinai School of Medicine. and YCLA Séhool or Hedicine.
the trained physicians are expected to return to their
respective medical schools: committed to building academic
programs in geriatrics. The goal of the Hartford Foundation
program is to develop & cadre of academically-based physicians
knowledgeable in the delivery of medical care to older persons,
so that they, in turn san teach and train others in the field
of geriatrics;

To date, there have been 23 raculty Development Awards

granted with approximately 8 physicians trained per Year.
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Each award provides up to $50,000 for one year of pu-tial

salary support and a $5;000 relocation allowance,

Experience with the Hartford Geriatric Pacu’ <y Development
lwards _Pprogram fo date inlicates that while the mid-career
focus is an important and n:cessary one, a long-term solution
to the problem of geriatr’c training requires that these
mid-career physicians have a critical mass of additional
physicians trained in geriatrics to assist and support them
in tﬁéii éfforté ea Boiia aaa éﬁétain éeriatrié reséérch.

The proposed bill addresses this key issue of the multiple

tiers of physicians who need to be treined in geriatric

medicine. Without a criticai mass of p.ysicians at any one
medical school. the erforts of & singte tratned physician are
likely 5 be aiffuéed as he or she attémpts to build a program
adequate 1n the research. clinicaI. and teaching aspects of
geriatrics.

Thus, while the Hartford Poundation has chosen one vehicle,
the miazcaréér training, to Bégin to Edarééé fhé critical
solution. One-person teaching units are not viable for more
than a short time. We know that for a long-term effect we

will need to provide training opportunities at all levels

of grﬁanﬁie medical education:

In addition to the Hartford Foundation, there are several

other foundations that mre begimningz to, address the need for

the development of the cIinician/reseErcher/teacher in geriatric
nedic;ne. The Brookdale Poundation in New York City recently
launched a national fellowship program designea to develop
future leaders in geriatrics and to encourage innovative
research in the aging field. The Brookdale Foufidation Pellow-
ship awards are targeted toward candidates, both M.D.s and
Ph.D.s who have reached a stage in their careers when they
have demons*rated that they are capable of outstanding work,



109

but need freedom from routine coumi tments to pursue their
research interéﬁts. Ippzoximately four fellows are selected

each year and are supported for a two-year period at an
amount up to $50,000 a year.

The Charles A. Dana Foundation in New York City is

currently developing a program to provide training opportunities

in geriatricas. One aspect of this program will be aimed

at training clinical investigators In the field of aging.
A prototype project was recently runded at Harvard University

and its clinical affiliates to create a research and training

unit focused on the “agtng syndromes' such as acute confusional

states and urinary incontxnence.r In addition to supporting

research studies. this Pro ject will also train two fellows
in the clinical aspects of diagnosing and treating aging
syndromes.

) The Déﬁé Foundation also provides fynds through the
American Federation for Aging Research to suppurt five "new
iﬁVéEtigator' awards each year at $25,000 per award, and

to support 12 awards each year for third anad fourth Year
medical students to prarticipate in = éne-month clinical
rotation in geriatrics.

_ There are several other ruuhdations as well that have
acknowledged the critical need to improve the training ot
physicians who conduct réséarch in aging, who diagnose and

treat older patients;, and who teach other physicians in the

care of older patients. waever, no single foundation nor

even a pooitng of a8ll of these foundation resources can £i11

the gap in the numbers of physicians who will need to be

trained in ordér to care for the increasing numbers or older
patients in the population. The need for gériafric training
(and consequent cost) far exceed the capaétty of foundations
to respond.

Foundation support in this area ts critical 1n terms
of stinulating rockets of research and training activity,

ERIC
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whether it be through the vehicle of the mid-career training
sponsored by the Hartford Foundation; or through the creation
of research and training units as sponsored by the Dana

Foundation. However; these efforts must be encouraged to

multiply and grow 2t a much faster pace in order to meet the

huge demand for physiciens who are knowledgeable and trained

in geriatrics:

The key element to expanding these fralhing efforts is
embodied in thé proposed bill. The fGeriatric Physicians
Gradﬂaté Medical Educafion Act of 1986' ig intended to train
physicians who plan to teach geriatric medicine.

Tha Hartford Foundation is currently the only foundation
that _supports the training of faculty through its approach
of mid-career retraining. However, the Hartford program
only produces eight trained physicians per year. The Brookdale
and Dana Foundation programs provide féii&ﬁéﬁii support for

research and clinical pursuits in specific areas of geriatric
medicine.

The proposed legislation represents an tmportant step

toward insurtng that there will be adequate numbers ar faculty
to teach others in the critical areas of’ gériatrics. The

two avenues of support outlined in the bill a one-year
rétraining progrem for faculty in Q9pgrtment§ of internal
medicine, family medicine and psychiatry, and & two-year
internal medicine or family medicine fellowship program with
emphasis in geriatrics, will move us much closer to the
desired goal of having a critical mass of faculty in any one
institution capable of teaching and training others in the
field of geriatrics.

Thank you for your attention.

I al
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 Senator MaTsuNAGa. Thank you very much, Dr. Pawlson and

Ms. Guzman.

At this point; are you able to determine what the most prevaient

ilinesses or diseases are among the elderly? I
_ Dr. Pawison. I think that we are  just at the beginning of our
understanding of that. There are a number of surveys that have

been conducted by the National Center for Health Statistics, Na-
tional Center for Health Services Research and the National Insti-

tutes of Health that are now beginning just to provide us with in-
formation about our elderly population. L
_ It is interesting that in years past, if you were over 65 or espe-
cially-over 70, you were not part most epidemiolosial studies. It was

thought to be too difficult or not important. So we are just begin-

ning to sort of gather the kind of real data we need to look at ot

only the things that cause death, but the things that cause the
major functional problems that elderly people experience. @~
_ Senator MATsuNaGa. Alzheimer’s disease, for _example. You
never heard about Alzheimer’s a few years ago, and now you hear

Alzheimer’s disease; Alzheimer’s disease. Do we reaily know how to
copewithit? - o
. Dr. PAwLsoN. I think we are in many ways in long-term care and
in geriatrics, where the rest of the world was 30 or 40 years sz in
beginning to kind of understand many diseases. I think Alzhei-

hospital setting; we probably would know a lot more about it now.
But it was hidden away in the nursing home and at home, and we
are just beginning to get at diseases that seem to have their major
impact in those settings. =~ S
_And in terms of being able to either help in a _Imeaningful way
victims.of Alzheimer’s disease in terms of their care, we are just on

mer’s occurred in the wrong place. If it would have occurred in the

the cutting edge; in terms of trying to cure the disease; we are still
lost in the forest. N S S
_Senator MATsunNacGa: I will be 70 befsre too long, in a few
months; and according to statistics, while in Washington, DC, I am
living on borrowed time; life expectancy here is 67.2, In Hawaii, I
still have a few years to go; it is 77.6 years there; I think: =
__Now, since I am getting to that age, I find more and more that
perhaps my father was right. At age 82, ple used to guess his
age to be 60. He had jet-black hair, and because he was judo in-
structor, he was in good physical condition, and people used to ask
him what his secret was. e
He used to recite an old Japanese proverb: “A soul completely
immersed in one’s work reflects a youthful face.” And I have been
following that teaching of his: but then; I may not know the symp-
toms of Alzheimer’s disease. e
. What are the principal symptoms? How do you begin to know
you are being overcome by él;i)eimer,’s disease?.. =
- Dr. PAwison: It is a very difficult disease to diagnose because we
realllyf do not have any way short of a brain biopsy—which is prac-
tically impossible to do except at dutopsy—to make a absolutly cer-
tain diagnosis. =~ = . - i
_ Clearly, the problems of memory loss, and especially recent
memory loss, are one of the first signs: The problem is that we all
forget. I always tell my elderly patients, “You know; when you are
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75 and you forget something, and think you have Alzheimer’s. I

forget things all the time, and on one has suggested that I have
_But the symptoms of marked recent memory loss, difficulty in
judgment, progressing to some behavioral problems, lack of recog-
nition of one’s surroundings and so on, are some of the signs of Alz-
heimer’s disease: But as I said; we do not really have a way of sort-
ing the stage of Alzheimer’s from the forgetfulness that all of us
have from time to time. __ . _ - _ - - o
Senator MaTsunNaGa. Well; I wish to thank you all for being so
patient with the subcommittee and for presenting such educational

testimonies: I am sure other members of the subcommittee will
read your testimonies and be influenced by what you have to say

today in acting upon the bill pending before the subcommittee:
Thank you verymuch. =
[Additional material supplied for the record follows:] .
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AMERICAN 1619 MASSACHUSETTS AVENDE, N.W.
ASSQCIATION  WASHINGTON, O.C. 20036

OF DENTAL o

SCHOOLS 202/667-9433

August 1, 1986

The Honorable Charles E; Grassley

Chairman .

Sobcomnittee on Aging I
Committee on Labor and Human Resources '
United States senata. . . B

SH~404 Hart Senate Office Baildiig

Washington, DC 20510

Dear Mr. Chairmai:

. On behalf of our members; I €hank you for this opporfunity
to _present the views of the American Association of Dental Schools
{AADS) on_S. 2489, the Geriatric Physicians Graduate Medical
Education Act of 1986. .
Stakerle AADS represents all sixty dental schools in the United
States, along with a variety of advanced education, hospital-based,
;nd,guxilinyﬂéntalreducat;qn,p;ggrgms,., We are the only national
association exclasivély concerned with issues affecting dental
education,

__ _ The introduction of this legislation is a welCofie response
to the demand for specialized care of this _country's elderly,
As the demographics of ouf population change, health care profes-
sionals need gpecial training €o take care of the needs of our
older citizens.

.. _Of the 250,000 practicing physicians in the United States,
there are approximately 700 Erained in-geriatrics., By contrast,
of the 127,000 practicing dentists in -our country, there are
only a few, perhaps twenty, formally trained in geriatric dentistry.

There_are simply not enough dentists with training in geriatrics

to meet the patient demand for such services, which is as pressing
for dentistry as it is for medicine.

~——--5; 2489 would amend Sec _of _Title_VII of the Public
Bealth Service XAct to. aut rize additional funding for fraising
physicians who_plan_to. teach geriatrics, Many varied programs
are -authorized in Section 788, however, most of the appropriated
funde have been awarded to Geriatric Education.Centers, which
are multidisciplinary training centers. aimed at_ €raining health
professionals in geriatrics. - There are currently twenty centers
in operation nationwida. Although they are highly successful,
their impact on the overall need for their services is negligible.
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and over will be seeking dental care. More of tl

retained their teeth through preventive programs, and they will
be more educated with a higher awaAreness of their dental require-
ments, They will demand care, but they will have special needs.
As with medicine, improper dental treatment or lack of dental
Services can be -deadly.- This applies most strikingly-to medically-
care._ facilitieal who_have_ chronic health problems that demand
special dental treatment available only from specially-trained
practitioners. Even among the "well elderly®, there will be
a greater incidence of oral disease, such- as periodontitis -and
oral_carncer.. The relationship between functional_dentition,
the digestive process. and nutrition; and the interaction_with
Prescription drugs and medical procedures is of utmost importance

to many of these citizens.

,,,,,, WhiIEACDIIEHE,pRQQIENB; ineluding the Section 788 Geriatric
Education Centers and the V.A. Geriatric Fellowships; have attempted
to address training in geriatric education, not enough attention
has. been devoted to training. a sufficient number of geriatric
dentis€s._ Thus, the As8ociation. reécommends that. S. 2489 be
amended to_include dentistry in_its proposed authorization of
new, targeted funds for education and training grants in geriatrics.
Providing grants for dental schools and hospital-based and other
graduate -dental education programs is a.necessary Eirst step
to_establish geriatric_dentistry as _an_integral component of
dental school curricula and postgraduate education.

We would be happy ggianawer queationa you- may have zegarding

thia statement, and to provide you with any additional information
you may rieed coricerning our position.

We thank you again for the opportunity to present our views
on this very important issue,- and respectively request that
these comments be included in the formal hearing record on this
legislation.

Sincerely,

m Attacs ‘Q,M I,
Richard D. Mumma, Jr.
Executive Director

Jui

L l?
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TESTIMONY OF
THE AMER!CAN PSYCHOLOGICAL ASSOCIATION
offered by Leonard D:. Goodstelin, Ph.D.

Executive Offlicer
UNITED STATES SENATE
COMMITTEE ON LABOR AND HUMAN RESOURCES
SUBCOMMITTEE ON AGING
on the subject of

GERIATRIC AND GERONTOLOGICAL EDUCAT |ON AND TRAINING
June 1986

Honorable Charles E. Grassiey, Chair
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__._The American Psychologtcal Assoclation (APA), on behalf of our 87,000
members,_|s_pleased to present thls statement for the record of the
Subcommittee’s hearIng on “"Gerlatric and Gerontologlcal Educatlon and
Tralnlng."_ _We commend Chalrman_Grassley and the members of the Subcomm! ttes
for thelr commltment to this Important issue.

. We wish to address our comments to the Gerlatric Physlclans Graduate

Medlical Educatlon Act of 1986, S. 2439.

The proposed leglsiation addresses the critical shortage of physiclans
trained to treat the physical health care problems of older pesrsons by

retraining certain medical school faculty members and by a gerlatric
felloWs ) program for medlcal students This shortage has been well—

testimony presented before this Subcommlttee by Dr. John C. Beck.

- wa are pleased with this general effort. Howsver, the APA Is concerned
that only medical school physiclan faculty will be sligibie for retralnlng
In gertatrics under S. 2489. Medlcal school faculty members who are
psychoiogists wllt not ba allgible for the retrainlng sffort proposed by S.
2489. We vlew this as an unfortunate oversight that may have serious future

liipl tcatlons for hlgh—quallty health care for older persons in'thls country.

Subcommlttee the rols that psychologlsts have played In the tralning of
Physlclans. _Psychoioplsts have hald faculty appolintménts In medical schools
for over_sixty years and have served. as.deans of medlical. schools, chairs and
acting_chalrs of depariments of psychlatry, medlcal_psychology, and
behavioral sclences._ .There are ctirrsntly over 1,800 psychologlsts employsd

in_medlcal schools, the majority of which hold cllnlcal/(eachlng posltlons.
osyéhlatry such_as._ depactments of famlly medlclne. Internal medlclne, and
neurology._ _Psychology_Is_the only nonphysiclan health_profassion to. hold

clinlcal teachlng posttions comparable In responsiblilty and dut!ss to
physliclan faculty.

L Psxchologlsts contrlbute an unde[standjng Qf the deyelopmental process,
the stiology and_treatment of mental_and nervous dlsorders, _dlagnostic_and
lllness and the efflcacy of behavloral medlclne. and the use of emotlonal
and behavlioral treatments.

training In gerlatrics, many do not. They nhare with thelr physiclan
colleagues the need for continuling educatlon and retralning In gerlatrics.

Fortunately, the majority of oqr aged poputation enjoys good health and
Independence, but a number of disorders affllict older people which can
result In disability and Institutlionallzation. Mental health disorders
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2.
occur_with greater fredusncy among ths &ldsrly than In the non-aged adult
population. These condl:lons_often accompany othsr functional disabilitles
such as Incontinence and osteoporosls. varlous chronlc conditions,
malnutrition, and neurological disorders such a8 AlZliglmer's disease.

- .R@séarch conducted by the National ins
Inat1tuts of Mental Heaith, the Veterans Administratlon, and others,
Indlcates that dysphoria and major depressiv.
Broblems among.some elderly; that many parsons with long-term. chronic mental
dlsorders._and thoss with developmental disabliities ars now Living Into oid
age —— with soms )oIning the ranks of the homeless or being "lost" In

nursing homas;. that the eideriy have a high rate of syicide — WIth mén over
the_age_of 75 havlng.the highest rato of sulclde of all_age groups -- bBoth
young and old; &nd that alcohoi abuse, polydrug use, and mlsuss of_ (or
confuslon about) prescription drugs are all serious problems among ths aged.
Psychologists are ceritral t6 all these issues.

... Physlclan are_pow.the first, and often only, entry point for both
health and mental health_services for the aged in this country. 1t Is
essential that medlcal students bs sducatsd by faculty trained In
gerlatrics. Psychologists; as activs already fiembsrs of the teaching
Taculty of medical schools, should bs Included In facuity retralning
programs.

.- We know that psychology Is cucrently hot Included ir Sectlon 701(4) of
the Pubiic Heaith sService Act (Title_VIl), the health professions ellgible
for grants under Sectlon 788, which S. 2489 aménds. However, sectlon

701714) of the Act specifically does dafins psychology, and was created; In_
1985, ?079§ppp|lsh psychology as eliglbls for the Health Careers Opportunity
Program (H-COP).

701¢417e APA urges the Subcommittes to Includs psychology directiy In the

701(4),IIst.rpf,”gjggrnaijvgjx;,:g,lncludé,SGE(lbh 701(14) for the purposes

Of S. 2489, the geriatrics tralning Initiative.

this o thank the Subcommittee for_the opportunity to sxpress our views on

this important proposed legislatlion, The APA will continue to support this

Subcomml ttee’s efforts to Improve the health caré of this natlon’'s elderly.
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- Senator MaTsuNAGA. I do have an opening statement for inclu-
sion in the record.
We are adjourned. _ . . o
[Whereupon, at 3:45 p.m., the sibcommittee was adjourned.]
'e)
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